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Abstract
Mindfulness based therapy has become increasingly widespread in recent
years. Mindfulness involves attending to the constant flow of thoughts,
perceptions and feelings that are experienced without evaluating or
deliberating over them. This positioned review summarises the theoretical
background of mindfulness relevant to its application in adult mental health
settings. The main challenges facing research are explored, along with
empirical evidence on the effects of mindfulness therapy in the treatment of
depression and anxiety. Based on current evidence, it is suggested that
mindfulness may be considered as an effective treatment for depression and
anxiety, although one in need of further study. Mindfulness has been
consistently demonstrated to have positive effects, across individuals with a
range of psychological distress, and this review considers whether
mindfulness interventions offer sound, evidence-based practice for use in
adult mental health services.
Mindfulness is 'the awareness that emerges through paying attention on
purpose, in the present moment, and nonjudgmentally to the unfolding of
experience moment by moment' (Kabat-Zinn, 2003). Mindfulness is a mode
. of consciousness, requiring the ability to be aware both of the current internal
state and the surrounding external environment; as well as the ability to
concentrate attention on this awareness (Brown & Ryan, 2003). It is
important to highlight that mindfulness occurs spontaneously, with individuals
differing in their predisposition to process their experience in a mindful way.
A lack of mindfulness, referred to as 'mindlessness', promotes unhelpful
thought patterns and thereby increases psychological distress (Kabat-Zinn,
2003). Considerable evidence exists that levels of mindfulness can be
10
increased through formal training, using meditation practices with or without a
cognitive behaviour therapy component (e.g. Segal et al., 2002); accordingly
the benefits of mindfulness are considered as a promising clinical
intervention.
Why mindfulness?
Mindfulness originated in the Far East, as a key foundation of Buddhist
meditation, and is now in widespread use in mental health services offered
across the Western world (Baer, 2003). Some such diverse applications
include mindfulness: as a predictor of improved relationship satisfaction
(Barnes et al., 2007); to improve quality of life and reduce stress symptoms in
cancer patients (Carlson et al., 2003); to decrease risk of 'burn out' in
healthcare professionals (Shapiro et al., 2005); to improve pain tolerance
(Kingston et al., 2007) and in the treatment of eating disorders (Kristeller &
Hallett, 1999).
In England, the National Institute for Health and Clinical Excellence (NICE)
issues evidence-based guidance on the promotion of health, as well as the
prevention and treatment of illness. NICE Clinical Guidelines recommend
appropriate treatment and therapy approaches for a wide range of different
conditions and healthcare professionals are expected to refer to them
alongside their clinical expertise (NICE, 2009). Mindfulness-based cognitive
therapy (MBCT) is recommended, for 'people who are currently well, but
have experienced three or more previous episodes of depression.' However,
there is no further recommendation of mindfulness-based therapy (MBT) in
published guidance for the treatment of depression with a chronic physical
health problem, anxiety or obsessive compulsive disorder (NICE, 2009).
Increasingly, adult mental health providers across the NHS are offering
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MBCT and other MBT groups to service users with a variety of psychological
difficulties, seemingly without the endorsement of NICE guidance.
Why review the literature?
A number of reviews and systematic analyses of the mindfulness literature
have been published in recent years (Baer, 2003; Bishop, 2002; Coelho et
al., 2007; Grossman et al., 2004). However, evidence relating to the use of
MBT and MBCT in treatment routinely offered to service users in adult mental
health settings provided by the NHS has not been reviewed. For instance,
the author is employed by an NHS Foundation Trust, working as part of a
Primary Care Mental Health Team, based in the community, to offer
psychological interventions to adults of working age. We routinely offer
service users with a range of psychological difficulties, including depression
and anxiety, attendance at our eight-week mindfulness group as part of their
treatment. We frequently receive positive feedback from those attending the
group; although to date the efficacy of mixed-diagnoses MBT groups, whilst
finding some support in the literature (e.g. Baer, 2003), has not been
validated by NICE guidance. In addition, concern has been raised that, in
certain circumstances, MBT may actually be unhelpful (e.g. Teasdale et al.,
2003).
This review summarises recent literature on the application of mindfulness in
the provision of adult mental health services; with particular reference to
depression, including recurrent depression and that with a chronic physical
health component, and anxiety. The author has focussed the review in this
way so as to maximise its relevance to practicing mental health
professionals. Firstly, key constructs of mindfulness will be defined, along
with a description of theory relevant to its application in mental health
settings. Secondly, some of the main challenges facing research in this field
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will be explored. Finally, empirical evidence on the effects of mindfulness
based therapy in the treatment of depression and anxiety is reviewed.
What is mindfulness?
As outlined above, mindfulness can be defined as focussing attention on
what is being experienced at the present moment, as opposed to attending to
thoughts and feelings about the past or future (Roemer & Orsillo, 2003).
There is variation in definitions of mindfulness applied by authors in the
literature; however there are also considerable similarities across these.
Dimidjian and Linehan (2003) suggest this supports an 'overarching
conceptualization' which highlights three components of mindfulness:
observing and focusing awareness, describing and recording, and taking
part. They argue that these three components should be carried out:
nonjudgmentally, effectively and in the present. Experiencing thoughts,
feelings and sensations in the present moment, enables the individual to
formulate a more adaptive response to each situation, rather than applying a
pre-determined response in all eventualities (Borkovec, 2002). Mindfulness
enables individuals to see that the majority of their thoughts and feelings,
both internal and external, are experienced momentarily and are not
permanent fixtures of their psychological landscape as they may previously
have believed (Baer, 2003).
The author believes this 'overarching conceptualisation' to be a constructive,
albeit theoretically derived, definition of mindfulness, as other broader
definitions and historical interpretations frequently include concepts such as
self-compassion and wisdom, which are difficult to quantify as part of a
research programme.
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Literature search strategy
A search for the term "mindfulness" using online databases returned 1587
results. This list was refined by limiting results to the following criteria:
"peer reviewed", "linked full text" and "references available". The
remaining 474 results were sorted by "relevance" and the first 90 abstracts
were reviewed by the author. Several further searches, using the term
"mindfulness" and "depression" or "anxiety" or "pain" were refined and
reviewed in the same way. Finally, the reference lists of relevant articles
were searched manually for additional publications.
What are the challenges for mindfulness research?
Mindfulness is taught in a secular framework with the aim of maximising its
accessibility to those who may be deterred by an apparently spiritual therapy
(Baer, 2003). However, it is critical that the integrity of mindfulness is
preserved; that the depth and detail of meditative practice, are not
disregarded by Western practitioners (Kabat-Zinn, 2003). Teasdale et al.
(2003), draw attention to its traditional application as one component in a
broader intervention aimed at the identification and minimisation of distress.
They emphasize that is intended to facilitate a deeper understanding of
suffering, not a 'cure'. Furthermore, differences in interpretation have been
identified between those practising mindfulness in the United States and
those in Thailand; with no consistent baseline level of mindfulness recorded
on measures of mindfulness in sample populations from the two countries
(Christopher et a/., 2009), which may have implications for its secular delivery
in clinical contexts.
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Several authors (e.g. Segal et al., 2002) argue that those providing
mindfulness interventions cannot maximise their effectiveness without
consistently practising mindfulness meditation themselves. However, given
the current time and workload pressures on professionals in mental health
services, how realistic is it to expect adherence to recognised protocols of
meditating for 45 minutes, six days a week? Kabat-Zinn (2003) stresses that,
without an established personal practice of mindfulness, instructors are not
able to deliver training to participants with the necessary 'energy, authenticity
or ultimate relevance' and that a fundamental principle of MBT is instructors
should never ask more of participants than they are prepared to do
themselves.
Research has consistently shown that recipients of MBT and MBCT who
adhere to homework requirements, demonstrate greater improvements than
those who do not. Carmody and Baer (2008) found that the amount of time
participants in a Mindfulness-Based Stress Reduction (MBSR) programme
spent on formal meditation exercises between sessions was a significant
predictor of increased levels of mindfulness and accordingly improvements in
depressive symptoms and general well-being.
There is some debate in the literature about the most appropriate means of
determining an individual's levels of mindfulness. Davidson et al. (2004)
advocated the use of neural imagining studies of brain activity to distinguish
differences in patterns of neural processing of negative emotions in
individuals following training in meditation techniques. Brown and Ryan
(2003) developed and trialied the Mindful Attention Awareness Scale (MAAS)
with the intention of measuring a specific mode of consciousness that
differentiates mindful individuals from others, demonstrating their greater
level of self-awareness. Since its inception, the MAAS has been widely used
and has been found to correlate with other measures of self-awareness and
psychological well-being (Baer et al., 2006).
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Inclusion criteria
Studies were reviewed if they specifically addressed the use of
mindfulness techniques to ameliorate symptoms of depression, including
recurrent depression and that occurring with a chronic physical health
difficulty (excluding a diagnosis of cancer), and anxiety in an adult
population. Studies where mindfulness was not the main focus of a
treatment programme were excluded.
Is there any evidence MBT is beneficial in the treatment of depression?
It is suggested that those who have recovered from severe depression are at
increased vulnerability to relapse, as even mildly negative thinking can trigger
a pattern of rumination and an overwhelming feeling of hopelessness, which
may then escalate into another depressive episode (Teasdale et al., 2000). It
is hypothesised that the likelihood of recurrence can be decreased by
educating individuals to have a greater awareness of any negative thoughts
or feelings they may be experiencing and then to avoid inadvertently dwelling
on them, thereby preventing any initial negative thoughts from influencing
their subsequent feelings and behaviour (Nolen-Hoeksema; as cited in
Teasdale et al. (2000).
Teasdale et a/. (2000), in the absence of psychological interventions for
currently well individuals to prevent recurrence of depression, developed a
protocol for a new group therapy treatment, MBCT. MBCT differs from
traditional cognitive behaviour therapy in that it does not focus on challenging
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the content of negative thoughts, but rather on promoting awareness and
changing the individual's relationship to them. In a pioneering trial they
recruited adults who met standardised diagnostic criteria for recurrent major
depression (145 participants) at three different sites and randomised them to
a treatment as usual (TAU) group or a MBCT group plus TAU. They found
that for participants with a history of three or more episodes of depression,
receiving at least half the MBCT treatment, almost halved relapse rates over
the follow-up period (37 percent of individuals relapsed in the MBCT group
versus 66 percent of individuals in the TAU group). However, no statistically
significant differences emerged between the two groups for participants with
two or fewer episodes of depression. The strengths of this study are the
large sample size and multi-centre design, utilising two populations in the
United Kingdom (rural north Wales and the city of Cambridge) and one in
Canada (metropolitan area of Toronto). The randomised distribution of
participants to treatment groups by an allocator independent of the study
team along with the fact that the researchers monitoring participants were
'blind' to which experimental group participants belonged to lend weight to
the researchers' conclusion that the decrease in relapse rates was
attributable to MBCT rather than experimenter bias. Although, no difference
in numbers of participants being concurrently treated with anti-depressant
medication emerged between the experimental and TAU groups, the study
design does not control for non-specific therapeutic effects, such as the
benefits of therapeutic attention and mutual support from attendance at a
therapy group. A further possible confounding factor is that the instructors
who delivered MBCT actually developed the treatment protocol, so it remains
to be seen if these effects could be replicated by mental health practitioners
who are not mindfulness experts as is more realistic in a clinical setting.
A subsequent study based in Cambridge comparing MBCT versus TAU for
recently recovered adults (interestingly 76 percent of participants were
female) provided further evidence that MBCT was more effective that TAU in
decreasing relapse rates in participants with three or more previous
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depressive episodes but that this effect was not observed for those
participants with two previous episodes of depression (Ma & Teasdale,
2004). This finding remained significant, across both trials, even when
baseline levels of depressive symptoms were taken into account in analyses,
again adding to evidence for the effectiveness of MBCT. A potential
weakness was the smaller sample size (n=75), although this may be offset
as a 60 week timeframe (one treatment session per week for eight weeks
and a 52 week follow-up period) was common to both. The one year follow-
up period provides a realistic timeframe in which relapse is likely to occur
(Keller et al., as cited in Segal et al., 2002 ) whilst minimising ethical issues
that arise from delaying access to a potentially effective treatment to
participants in the TAU group.
A major deficit in both these studies is the lack of comparison with either an
active control group (for example a relaxation group) or a placebo condition.
This type of 'pragmatic clinical trial', where a treatment is contrasted with
TAU, does not provide data on the effect of a treatment, as any significant
results could be due to participants' knowledge that they are taking part in a
trial of a new treatment (Coelho et al., 2007). Kuyken et al. (2008) attempted
to address this issue by comparing MBCT with a maintenance dose of anti-
depressant medication for individuals with recurrent depression. As earlier
research relies heavily on the work of those responsible for developing the
MBCT protocol, a key aspect of this study was the aim to determine whether
similar results could be obtained by independent researchers. Importantly,
residual depressive symptoms and quality of life indicators were also
measured, in addition to relapse rates, giving a wider representation of
effects. The large sample size (n=123 adults accessing primary care
services across Devon) increases the validity of the trial, although, unlike
earlier work, it does not have the further benefit of a range of sample
populations such as for multi-centre trials. Furthermore, any additional
benefits of the increased timeframe (15 months versus 12 months in previous
trials) may be negated by the longer intervals between follow-up
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assessments (three monthly versus bimonthly). They found that 46 percent
of the MBCT group relapsed compared with 60 percent of the patients in the
maintenance medication condition, suggesting that MBCT acts positively to
maintain psychological well-being. Additionally, MBCT enabled participants
to significantly reduce their reliance on anti-depressant medication with 75
percent of the MBCT group discontinuing medication altogether. Kuyken and
his colleagues utilised a thorough and well designed trial protocol, taking into
account and recording any potential differences between therapists
administering MBCT, between the five MBCT groups that comprised the trial
and also between participants as they were randomised to trial groups. They
do not however address how or why mindfulness has a therapeutic effect,
and they do not control for therapist attention or the benefits accrued from a
mutually supportive group therapy environment.
Considering depression characterised by a chronic physical difficulty
The first MBSR programmes originated to treat chronic pain 30 years ago
(Kabat-Zinn, (1982); as cited in Kabat-Zinn, 2003). Their main aim was to
teach those suffering frequently from pain and illness how to meditate
mindfully and then to apply this skill to their ongoing difficulties, by developing
an awareness of their symptoms and facing these non-judgmentally and in
the present (Kabat-Zinn, 2003). McCracken et al. (2007) hypothesised that
those in chronic pain often develop a tendency to concentrate on their
distressing physical symptoms and associated negative thoughts and
emotions, leading to unhelpful patterns of avoidance behaviour that in turn
limit their experience. Therefore, MBT endeavours not to reduce the pain felt
but instead to alter how the pain is experienced and the influence pain exerts
on functioning. Recent research aimed to explore the link between inherent
levels of mindfulness and successful functioning in chronic pain patients, less
than 10 percent of who were able to maintain full-time employment
(McCracken et al., 2007). They found that mindfulness was significantly
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correlated with levels of functioning, whilst being unrelated to patient
background, severity of pain and pain-related acceptance (taking part in
activities despite the presence of pain and not attempting to control or avoid
pain). A relatively large sample size (n=105) completed measures to
determine levels of mindfulness, depression, acceptance of chronic pain,
physiological anxiety related to pain, and daily functioning related to their
levels of pain. The researchers give a clear justification for the inclusion of
each measure therefore increasing confidence in their findings. Appropriate
correlation analyses showed a significant relationship between a patient
having a higher score on the MAAS and a lower reported level of pain-related
distress and anxiety, depression and disability along with fewer detrimental
effects on functioning and less reliance on medication to control pain.
Regression analyses were then used to further demonstrate the direction of
the correlation, increased mindfulness predicted improved functioning;
although further experimental trials would be necessary to empirically confirm
this result. Crucially, this work studied the impact of a predisposition to
process one's experience mindfully and no intervention was directed at
increasing participants' mindfulness skills. Therefore no exploration of the
impact of mindfulness skills training on chronic pain patients was possible. A
critical limitation of this work is an inability to generalise to wider populations
as the trial sample was entirely comprised of patients referred to a tertiary
care pain management clinic, 98 percent of whom reported their ethnicity as
white.
Further work suggests that the losses associated with experiencing long term
physical pain, such as the difficulties in maintaining employment, social
activities and relationships may actually represent a grieving process rather
than depression (Sagula & Rice, 2004). They conducted a trial in the United
States which compared 39 patients attending a pain clinic who received an
eight week mindfulness meditation programme with 18 patients on the
waiting list. Significant differences emerged between the two groups on the
initial stages of grief, with the treatment group proceeding more rapidly
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through the grief cycle and experiencing a reduction in depression and state
anxiety. However, no significant differences were seen on measures of
adjustment to the latter stages of grieving or on trait anxiety. This work was
novel in its application of mindfulness techniques to the grieving process and
also added to earlier evidence that increases in mindfulness appear to
mediate reductions in state anxiety (Kabat-Zinn (1985) as cited in Sagula &
Rice, 2004). However the trial lost internal validity through the use of a wait-
list comparison group (as opposed to random allocation of participants to a
control group) therefore although the groups did not appear to differ
significantly on baseline measures, this may compound factors mentioned
earlier (such as therapist attention) or the groups may have differed
significantly on other characteristics (such as intensity of pain or participant
background). A further criticism is the reliance entirely on self-report
measures, which can be influenced by participants' attitudes to the research
project, thereby increasing potential for response bias. This risk may be
further increased as firstly the researchers were not blind to participants'
group and secondly one of the researchers actually delivered the
mindfulness intervention.
Some of the most recently published work has explored how mindfulness
may mediate this relationship between chronic pain and anxiety in southwest
England (McCracken & Keogh, 2009). They proposed chronic pain clinic
patients with greater fear of anxiety would also experience higher levels of
emotional distress and less effective daily functioning, due to unsuccessful
attempts to avoid the negative emotional and physiological impact of pain.
They investigated whether a predisposition to higher levels of mindfulness
decreased this emotional avoidance and so successfully reduced anxiety
sensitivity. Correlation and regression analyses confirmed these hypotheses,
with greater mindfulness along with acceptance decreasing the role of
anxiety sensitivity in predicting reduced functioning from 21 percent of
variance to approximately five percent of variance. However this study relies
on a correlational design and therefore causation cannot be implied.
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Additionally no mindfulness based treatment protocol was used to increase
levels of mindfulness.
Considering the effect of mindfulness on anxiety generally
The rationale for mindfulness in the treatment of anxiety is based on the idea
that paying attention non-judgmentally to only what is being experienced
immediately may counteract effects of a 'fight or flight' reaction following
activation of the sympathetic nervous system. It is hypothesised that
practising mindfulness meditation when calm enables an individual to
respond more adaptively rather than simply reacting in anxiety provoking
situations (Kabat-Zinn (1991) as cited in Miller et a/., 1995).
Research into the use of MBT in the treatment of generalised anxiety
disorder and panic disorder found that, following an eight-week programme,
participants showed significant improvements in symptoms of anxiety (Kabat-
Zinn et al., (1992) as cited in Miller et al., 1995). Additionally, these
improvements were maintained at three months post-treatment and were
independent of whether participants were concurrently taking medication
prescribed for their anxiety. The researchers employed a comprehensive
battery of both subjective and objective measures to determine the effects of
the intervention on levels of anxiety, thereby increasing the validity of their
work. However, the trial had a small sample size with results compiled from
the 22 participants (out of the 24 initially recruited) who completed the
programme based in Massachusetts, USA. Furthermore, the study did not
utilise a randomised control group or compare the effects of MBT with other
conventional treatments for anxiety.
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Three years later, 18 of the original 22 participants were followed up to
assess potential longevity of the therapeutic effects (Miller et al., 1995). They
found that over half of participants continued to practice mindfulness
regularly and that just less than half of participants had received no further
treatment for their anxiety following the MBT programme. Using appropriate
analyses, a repeated measures analysis of variance (ANOVA), they
demonstrated that the significant post-treatment reductions in anxiety were
still present three years later, on every one of the outcome measures. Whilst
the small sample size limits the generalizability of these remarkable findings,
the researchers attempted to address this issue by comparing the sample
group with a larger group who received the MBT intervention at the same
time but were not subject to testing on the extensive battery of outcome
measures. This larger group (n=39) competed just two anxiety measures but
also demonstrated a significant reduction in anxiety symptoms at both post-
treatment and at the three year follow-up. This makes it more probable that
improvements were seen as a result of attending the MBT programme as
opposed to participating in the research project. Critically, whilst the sample
population were described as diagnostically 'heterogeneous' no mention was
made of socio-economic, employment or ethnic background.
More recently, research in the Netherlands has attempted to determine the
effectiveness of MBT in treating social phobia (Bagels et al., 2006). As the
thought patterns that maintain and perpetuate social phobia (hypervigilance
to perceived social danger, avoidance of paying attention during social
interactions and disproportionate self-focus) are all attention-based, they
suggest that MBT could be beneficial in preventing individuals with social
phobia from processing their experience in this way. In a small-scale study,
they offered a programme comprised of MBT and task concentration training
(where attention is redirected from self-focus to the present task) to ten
individuals with a primary diagnosis of social phobia not currently being
treated with medication. They found that, of the nine participants available at
the end of treatment, all demonstrated a significant reduction in symptoms of
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social phobia; with seven of the nine no longer receiving a diagnosis of social
phobia at a follow-up two months post-treatment. This is the first published
work to consider MBT as a treatment for social phobia and so the author
considers it worthy of inclusion in the review despite it representing a pilot
project as opposed to a clinical trial. Additionally, the researchers give a
good description and clear explanation of the rationale for each treatment
session in the programme and for the inclusion of each outcome measures
used. However there are several potential issues with the methodology: a
wait-list control was utilised as opposed to a randomised control group,
several of the participants had comorbid psychological diagnoses including
depression, the intervention was delivered to participants individually (as
opposed to the traditional group format, thereby increasing the levels of
therapist attention received) and as the treatment protocol was a hybrid of
two interventions (mindfulness and task concentration training) it is difficult to
determine their relative contributions to the positive outcomes recorded.
However, the researchers did address the issue o~comorbid depression and
found that, using appropriate post hoc analysis, levels of depression did not
change significantly throughout, therefore decreasing the likelihood that that
the improvements seen were due to reductions in depression rather than
social phobia.
A recent randomized trial in Canada (Koszyci et al., 2007) compared the
efficacy of MBSR in treating adults meeting diagnostic criteria for social
anxiety disorder with that of group delivered cognitive behaviour therapy
(GCBT). They found that although participants in both groups showed
comparable improvements at the conclusion of treatment in relation to mood,
quality of life and functioning; GCBT participants had significantly lower
objective and subjective scores on social anxiety outcome measures. This
well designed and thoroughly recorded study showed, using within-group
analysis, participants in both interventions made clinically significant
improvements on all outcome measures. MBSR and GCBT were both well
accepted by participants with relatively low and comparable withdrawal rates
24
for both groups. Participants reported high levels of compliance with
homework requirements, although it is important to consider they may
exaggerate time spent on homework to appear to meet treatment protocols.
Some limitations are: no control group to address potential effects of
participation in research, randomisation procedures not documented, and
participants recruited following response to a media advertisement and
therefore not representative of the general clinical population as well as no
mention of their socia-economic or ethnic backgrounds. A further issue is
the delivery of GCBT by a mental health practitioner experienced in social
anxiety compared with the MBSR intervention which was delivered by a 'lay
person' experienced in mindfulness meditation but not social anxiety.
In conclusion
Having reviewed evidence for mindfulness in the treatment of depression and
anxiety, the author believes it should be considered as an effective treatment,
albeit one in need of further study. There are a number of well designed
trials using at least one or preferably more of the benchmarks of quality
research: randomisation of participants to conditions, control groups, large
sample sizes, blinding of researchers, description of the treatment protocol
including levels of adherence with it, and multi-centre populations. This lends
weight to the author's conclusion that mindfulness appears to be beneficial in
the treatment of a wider range of psychological difficulties than is conferred
by NICE guidance. In the current financial climate, with increasing need for
service providers to demonstrate good value for money; mindfulness based
interventions, with a group format and longevity of therapeutic action, offer a
cost effective treatment option.
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In relation to the use of mixed-diagnosis MST groups, there has been little in
the way of formal evaluation. However where they have been found to be
effective it is suggested this is the case as participants have a shared
experience of psychological distress and make a commitment to the
treatment programme; increasing their mindful awareness through formal
meditation exercises and practice outside sessions. It would be constructive
for these groups to be evaluated as a whole, whilst taking into account
individual diagnoses in order to clarify the relative impact of mindfulness on
specific conditions.
Research is necessary to substantiate results of observational and
correlational studies of naturally occurring mindfulness and mindfulness
interventions to date. In order to pre-empt a review of NICE guidance,
randomised controlled trials with large sample populations will be required.
Work is necessary to compare the benefits of integrated treatments such as
MSCT with conventional CST, to determine the relative contribution of
mindfulness. Additionally diversity needs to be considered, with several
papers not detailing participant background or characteristics and where
these were reported a distinct lack of participant diversity emerged.
Finally, whilst the author considers it essential that mindfulness be made
accessible to those who may be able to benefit, it is important that
mindfulness is not taken out of context and treated as a 'cure', therefore
ensuring it retains a fundamental non-striving acceptance of the present.
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Appendix 1. - List of key terms used
CBT
MBCT
MBT
MBSR
MAAS
TAU
GCBT
Cognitive behavioural therapy
Mindfulness-based cognitive therapy
Mindfulness-based therapy
Mindfulness-based stress reduction
Mindful Attention Awareness Scale
Treatment as usual
Group delivered cognitive behavioural therapy
31
BLANK PAGE
IN
ORIGINAL
URN 6111384
Professional Issues
Essay
Carers have needs too! Describe the implications of the move
towards 'recovery-orientated practice' for carers of people
experiencing mental health problems.
Year Two
January 2011
Word count: 5512 words
This essay is anonymised, some identifying details and all names have been
changed to protect confidentiality.
33
"Concern for the carer's well-being is either marginal or non-existent.. ..Carer
well-being is considered important in so far as it relates to the maintenance of
their role and the quality of care for the cared for person".
(Guberman et et., 2003, pp.346)
Despite numerous government policies and initiatives over the last decade
(such as Standard Six of the National Service Framework for Mental Health
published in 1999), carers' needs are still frequently seen as secondary to
those of the person they care for. As routine, long-term inpatient care for
individuals with mental health difficulties has been acknowledged as
inappropriate and accordingly phased out, the focus is now on caring for
these individuals in the community (Askey et aI., 2009). In many instances,
this has shifted the burden of care from mental health professionals to, often
untrained, unpaid 'informal carers', who are for the majority, family members
(Falloon et al., 1993). In many circumstances informal carers act to bridge
the gap between the inadequate service offered by 'care in the community'
and the needs of their family members (Gray, 2009). Carers themselves
describe the burden of caring for a person with mental health difficulties as a
physical, psychological and financial one (Morgan et al., 2010). Recent
research suggests that there are 1.5 million informal carers supporting
people with mental health difficulties in the UK today (Worthington & Rooney,
2010) and so it is the needs of these carers that will be considered here. As
planned efficiency savings aiming to mitigate the current economic budget
deficit take effect, this number can surely only be set to increase. Taken in
combination with a greater emphasis on recovery for service users, the
impact of current government economic policy on informal carers is
uncertain.
What does recovery mean for service users and carers? Around twenty
years ago the recovery movement emerged as a result of
deinstitutionalisation of mental healthcare, legislation to counter
34
discrimination on the basis of disability (physical or otherwise) and a rise in
consumer awareness. Recovery was redefined. Recovery no longer meant
a return to "normal" or an absence of symptoms, instead "it is a way of living
a satisfying, hopeful and contributing life even with limitations caused by the
illness" (Anthony, 1993; as cited in Slade, 2009, pp.28). Taking a recovery
approach requires a change in philosophy by mental health service
providers. The emphasis of services and professionals is no longer 'making
people better' but rather empowering service users to take control of their
own journey towards personal recovery. Slade (2009) considers there to be
four foundations necessary to support personal recovery from mental health
problems: holding onto hope, developing self-identity, deriving meaning from
life and taking responsibility for how you live your life. In summary, the
service user is no longer a passive recipient of mental health services. It is
the impact of this cultural shift on carers that I am interested in exploring
here; as service providers move from an attitude of 'doing to' to an attitude of
'working alongside' service users.
Through considering the literature on recovery-based practice and carers'
needs, I will relate relevant issues to my own experiences of being employed
as a trainee clinical psychologist on placement within the National Health
Service (NHS). Key issues emerging from a comprehensive search of the
literature included difficulties in identifying who may be fulfilling a 'carer' role
and whether they in fact consider themselves to be a carer; as well as the
stigma they may face in caring for a person with mental health difficulties.
Another important issue for carers working alongside mental health
professionals is that of negotiating the balance between sharing information
necessary to provide appropriate care whilst ensuring that service user
confidentiality is maintained. Additionally, I will discuss the influence of
recovery-orientated practice on any potential conflict between encouraging
service users to take positive risks and safely managing possible crises.
Finally future directions for research will be considered.
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Identifying carers: "I'm not her carer, I'm her mum"
When a person receives a diagnosis of a mental health condition, relatives
frequently find it difficult to accept both the changes in their family member
and in their own role (Gray et al., 2009). Research has shown that as carers
adjust to these changes, they have clear needs of their own. For instance
they need access to relevant information about any diagnosis, availability of
support networks and an understanding of the likely pathways of care (e.g.
Arksey, 2003). They can also struggle to differentiate between the
responsibilities of being a partner or parent and those that come with being a
carer (Repper et al., 2006; as cited in Gray et al., 2008). This can be
because the label 'carer' implies a relationship based on dependency, as
opposed to a relationship grounded in mutual respect (Guberman et al.,
2003). This failure to identify oneself as a carer may result in family
members being denied access to sources of support offered by mental health
services. They may also fail to take advantage of incentives or benefits
aimed at supporting carers financially. Department of Health policy has
recognised this issue and accordingly mental health professionals are
expected to identify circumstances where an informal carer maybe
supporting a service user and to ensure that they are offered a carer's
assessment. Whilst this may seem straightforward, where service users are
increasingly living in privately owned, community based accommodation, in
practice it can be a challenge for mental health professionals to not only
identify but to actually make contact with carers. This is further complicated
by issues of consent to share information, which will be discussed in more
detail later.
Adjusting: "This can't be happening to us"
A recent study of mental health professionals' views about emotions
experienced by carers highlighted the importance of acknowledging the
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potential for grief (Gray et al., 2009). The researchers considered the
perceptions of professionals from a range of disciplines and levels of
seniority; however I found it helpful to bear in mind that they did not actually
consult directly with carers. Taking account of this, I still believe that the
circular model of grief conceptualised by Kubler-Ross (1969) can be useful in
helping relatives to make sense of their own emotions where a close family
member or friend has been diagnosed with a mental health condition. Denial
of the diagnosis and feelings of despair or hopelessness are common, and it
is this lack of hope that is contrary to the ideals of personal recovery. I came
across this first hand in working with a service user, Amie, who was in her
early twenties and had experienced three episodes of psychosis. At the time
of the first episode, she had been studying for A-levels and it is possible that
some of the increased stress associated with taking exams precipitated the
episode. Since then she had started university and experienced a second
episode of psychosis around the time of her first year exams. She returned
to university at the start of her second year but had found it difficult to adjust
and had then, in her words, "dropped out". As both her older sisters, as well
as many of her peers, had successfully completed their degrees, this
compounded her and her parents' feelings that she had failed in some way.
Her parents were extremely supportive of her, although they struggled to
adjust their expectations for her education, for instance by acknowledging
that the intense stress associated with studying for exams may be unhelpful
for Amie's mental health. This is where taking a recovery-based approach
can benefit both service users and their carers; as I was able to emphasise to
Amie and her parents that it is possible to live a positive and satisfying life
even whilst experiencing another episode of psychosis remains a possibility.
For example by considering more flexible ways of completing a degree or
alternative interests of Amie's, such as horse riding, which may lead to other
opportunities for employment. Thinking about the diagnosis of psychosis in
this way helped them to adjust their expectations, whereas they had
previously despaired about the future since their daughter had been
diagnosed with as they described it, "a serious mental illness".
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This 'sense of loss' following the diagnosis of a loved one with mental health
difficulties was highlighted by Askey et a/.'s (2009) research into carers'
needs. He found that around the time of diagnosis, carers were frequently
unsure about whom they could contact for help, and where they were able to
approach mental health professionals, they often felt ignored or that staff
members were too busy to talk to them. This research used focus groups to
explore the perspectives of carers, service users and mental health
professionals. I believe that approaching the question of carers' needs from
the standpoints of different stakeholders, as in this case, has the potential to
highlight discrepancies between the groups. Askey et al. 's (2009) finding that
carers felt ignored is concerning as evidence shows that carers consistently
regarded having a positive and collaborative relationship with mental health
professionals as having benefits not only for themselves but also for the
clinicians and the service users involved (Maskill et al., 2010).
Taking a step back: "How can I be less involved?"
A recovery approach encourages individuals experiencing mental health
difficulties to 'self-manage' their illness, for instance by taking responsibility
for themselves and the treatment they receive (Slade, 2009). As a service
user progresses along their journey towards recovery, they become
increasingly independent and therefore less dependent on whoever may
have been caring for them. This necessitates that the carer acknowledge
change in their role. Both in the literature and across society much is made
of the negative aspects of being a carer, however many of those acting as
carers also report a positive impact of their role (e.g. Gray et al., 2009). In
one study carers described how looking after a relative with a diagnosis of
bipolar disorder had increased their self-awareness along with developing
their own resilience and resourcefulness (Maskill et al., 2010).
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Whilst on placement at a Primary Care Mental Health Team (PCMHT), I had
the opportunity of working with a man in his mid-thirties, Fredrick, who had
symptoms consistent with a diagnosis of Post Traumatic Stress Disorder
(PTSD) following being the victim of an extremely violent, unprovoked attack.
Prior to the attack Fredrick had been living independently, however he
sustained such serious injuries that his father, Ralph, (who was retired),
moved into his home to care for him. At the time I saw Fredrick his physical
injuries had all but resolved, however his level of anxiety was disabling. He
was terrified of leaving the house and insisted that his father accompany him
everywhere. One aspect of our work together was to help Fredrick regain
some of his independence, for instance by being able to visit the supermarket
alone. However Ralph's reluctance to relinquish any part of his role as
Fredrick's full time carer proved a difficult barrier to overcome in Fredrick's
recovery. Ralph's need, as a father, to keep his son safe conflicted with
Fredrick's need to regain his social identity as an independent adult.
Through clinical supervision I was able to understand Ralph's anxiety in
terms of his beliefs that as his son had been attacked once, a similarly violent
attack could easily occur again. I believe that this is a clear example of a
carer's need for support to enable them to feel confident in 'standing back'
and allowing their loved one to take control of their own recovery journey.
Conversely there may also be times when a relative's needs are too great for
a carer to manage and in these instances it is important that mental health
professionals adequately support carers to withdraw from their
responsibilities (Askey et al., 2009). In these circumstances carers may need
help to cope with feelings of guilt and professionals should ensure that carers
are enabled to maintain contact with their relatives and to participate in
decisions regarding their care, particularly if hospitalisation has been
necessary.
Fighting stigma: "What's wrong with him?"
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It is well established that perceiving oneself as stigmatised by others causes
negative emotions, such as shame, and can lead to social isolation. There is
also evidence that family members of people with mental health difficulties
experience stigma and that this secondary stigma can increase carers'
feelings of burden (Topor et al., 2006) Recent research compared the effect
of perceived stigma on family carers of an individual with a diagnosis of
mental illness with family carers of an individual with an intellectual disability
(Chou et al., 2009). They found that perceived stigma had a stronger effect
in decreasing quality of life in carers of individuals with mental illness. They
attributed this finding to society's less sympathetic attitudes to those with
mental health difficulties, believing the basis of these attitudes to be the
perception that individuals or their families are somehow to blame for their
difficulties. As this research was conducted in Taiwan, it would be interesting
to compare these findings with a similar study utilising carers from other
areas of the world. The aim of this being to determine whether this is a
culturally specific finding or part of a wider phenomenon; regrettably I suspect
the latter.
Another survey of carers found that many had limited opportunities for social
activities or contact with friends, not due to the competing demands of their
caring role as might be expected, but instead because they had chosen to
withdraw from community activities due to the stigma associated with having
a family member with mental health difficulties (Falloon et al., 1993).
Taking a recovery approach can help to counter the stigma experienced by
service users and their carers by encouraging us to think of mental health as
a continuum on which we can all occupy differing positions over time. This
acts to decrease the distinction between 'well' and 'unwell' or 'them' and 'us',
which is the foundation of stigmatising attitudes. A recovery approach also
emphasises the importance of service users establishing or reclaiming
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valued social roles through their relationships with others (Slade, 2009). This
works to decrease stigma by shifting the focus of a person's identity from
their illness to their individual strengths and abilities. In researching this
essay I found the words of one 'recovered' service user particularly
exemplified this shift:
"In the early 1980's I was diagnosed as schizophrenic ....ln 1993 I gave
up being a schizophrenic and decided to be Ron Coleman. Giving up
being a schizophrenic is not an easy thing to do....but more important,
it means that you stop being a victim of your experience and start
being the owner of your experience." (Coleman, 1999; as cited in
Slade, 2009, pp.88)
Service users themselves frequently describe how they have been able to
reclaim a sense of identity and purpose through contributing positively to
others' lives (Davidson et al., 2006a). I believe that seeing their 'mentally ill'
family member contributing to their community in this way, would not only be
a positive experience for carers, but could also act to counter society's
negative attitudes towards those experiencing mental health difficulties.
Information sharing or preserving confidentiality:
"I'm just not kept in the loop".
There can be no doubt that, in order to care safely and effectively, carers
need access to information. This means both general information about any
diagnosis given or support they may be entitled to as well as specific
information about medication or current challenges being experienced by the
individual with mental health difficulties (Repper et al., 2006). Without access
to this information, carers are left feeling anxious, isolated and hopeless.
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These negative emotions can lead the carer to resent the demands placed
upon them by the service user and decrease their ability to cope with the
rigours of their caring role (e.g. Arksey, 2003). However many mental health
professionals regard this need for timely information sharing as conflicting
with a service user's right to confidentiality. This potential for conflict to arise
is acknowledged in Department of Health policy for carers (2006, pp.2; as
cited in Gray et al., 2008), which states that "confidentiality should not be
accepted as an excuse for not listening to you". However a search of the
literature clearly shows that carers still believe professionals are using
'confidentiality' as an excuse not to communicate effectively with them, with
carers citing a lack of confidence in and support for information sharing at an
organisational level as the reason for this. Recent research found that
professionals saw service users' needs as their first priority and certainly as
more important than their responsibility to ensure that carers were
adequately informed (Gray et el., 2008). In some cases, carers felt that not
only did professionals see them as unimportant, but that some members of
staff actually interpreted their attempts to obtain information as interfering or
'causing trouble'. The issue is further complicated by the fact that there may
be times when the service user is too distressed or unwell to have capacity to
give consent to share information with their carer (Arksey, 2003).
In direct contrast, mental health professionals working within a recovery
framework could consider carers (along with service users) as 'experts by
experience'. Regarding someone as an 'expert' in this way immediately
engenders respect and suggests that their contribution is valuable,
something that carers have long campaigned for (Morgan et et.. 2010).
There is evidence that where carers have access to appropriate information
to enable them to support their loved one effectively, they report fewer
negative aspects of their caring role (Pinfold & Corry, 2003). Improving the
communication of information in this way not only benefits carers and service
users, but also the professionals themselves by offering opportunities to work
together more creatively (Gray et al., 2008).
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Slade et a/. (2007) explored service users', carers' and professionals'
differing perspectives on information sharing and found that when asked "are
there any occasions when information should be shared without service user
consent?" only 65 percent of service users agreed that there were. This
contrasted notably with the other stakeholders' responses, with 96 percent of
carers and 97 percent of professionals stating that there were occasions
when information should be shared without the service user's consent.
There was also a significant discrepancy in responses when stakeholders
were asked whether it was acceptable to break patient confidentiality if the
service user lived with a carer. In this instance just under a quarter of both
service users and professionals felt that this was acceptable compared with
over half of the carers surveyed who agreed that it was appropriate to share
information in these circumstances. These results are interesting as they
highlight that carers can have very different needs from the individual they
care for. Whilst this may seem obvious, in my experience of working in
mental health services, professionals often use the shortened expression
S.U.C. to refer to service user and carer involvement, although it is clear that
grouping service users and carers together in this way ignores their vastly
different needs.
By putting service users and their carers at the centre of planning and
delivering interventions, a recovery-based approach offers a potential
resolution to this common clinical dilemma facing professionals. For example
service users should be offered the opportunity to record their wishes and to
plan in advance for times when they may become too distressed by the
challenges presented by their mental health difficulties to express their
preferences adequately. These advance directives, which can also dictate
how much information can be shared with whom, are now commonly part of
the Care Programme Approach (CPA) system used by mental health teams
to support service users and should be reviewed regularly.
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However I believe that in practice, situations where a carer's desire for
information is greater than the amount of information a service user is
prepared to share are inevitable. Therefore, as a mental health practitioner it
is essential to consider how best to support carers whilst maintaining the trust
and confidence of a service user. Slade et al. (2007) make two useful
suggestions, the first of which is to make a clear distinction between general
information (developing the carer's existing knowledge and skills without
revealing 'new' details of the service user's clinical presentation) and
personal information which is specific to the service user's mental health
condition. For example, I have found this distinction between general
information, for which no consent is required and personal information, for
which consent is necessary helpful in working with a young service user and
his grandmother, who was acting as his carer. By sharing general
information that complemented her existing knowledge of his difficulties, I
was able to maintain a positive and honest line of communication to support
her, whilst maintaining his right to confidentiality about our work together in
therapy sessions. Finally, where service users do not give consent for
information to be shared it can be helpful for carers to conceptualise this
decision in terms of progress in their family member's recovery. This
decision can be seen as a first step in taking responsibility for and regaining
control over their treatment and their lives (Slade et aI., 2007).
Positive risk-taking or just taking risks?
Whilst I strongly believe that a recovery-orientated approach has much to
offer carers as well as service users, there is real potential for conflict
regarding the need for an individual to take risks along their recovery journey.
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It seems that I am not alone, as when mental health professionals in the
United States were asked to list their "top ten concerns about recovery in
mental illness", number one was the idea that a recovery approach,
specifically allowing individuals to make their own decisions, increases the
risk of harm to the individual themselves or to others (Davidson et al.,
2006b). Therefore it is conceivable that carers may have similar
reservations. They may have invested significant personal resources in
caring for their loved one and may understandably be reluctant to see their
relative or friend taking risks which they perceive may cause setbacks.
To address this issue mental health professionals need to work alongside
carers and service users to help them to distinguish between 'harmful risk',
actions that are illegal or are not socially acceptable, and 'positive risk
taking', which can be thought of as risks or challenges that aid in personal
development (Slade, 2009). Without taking positive risks it is impossible to
grow, learn and in particular to develop skills in self-managing risk. This is
not limited to individuals with mental health difficulties but is the process
through which we all develop autonomy and establish our independence.
Even with this distinction, there is still potential for conflict between
professionals or carers and service users, as by definition taking a positive
risk is still involves an element of risk and therefore a successful outcome
cannot be guaranteed.
I encountered this dilemma whilst working with a female service user in her
thirties, Polly, who had experienced severe social anxiety for the past ten
years. Her anxiety was so overwhelming that she had resigned from six
different jobs and was very socially isolated. At times of extreme distress
Polly would self-harm (superficially cutting her arms and legs) as a coping
strategy. Polly's husband of eight years, James, was very supportive of her
and although he did not identify with the label 'carer', he fulfilled many of the
functions of a carer role. In our psychology sessions, Polly and I worked to
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define her recovery goals, one of which was to join a swimming club, as she
had previously swum at a competitive level, which had given her a genuine
sense of achievement. I was hopeful that this goal would help Polly to
reclaim an identity outside her mental health difficulties, as well as offering
positive opportunities for social interaction. However James was initially very
reluctant for her to attend the swimming club as he feared that meeting new
people would heighten her anxiety and could cause an increase in her self-
harming behaviour. It was therefore important to consider steps that Polly
could take to help her achieve her goal whilst being mindful that removing all
'risk' of failure was not necessarily beneficial to her recovery. I was able to
emphasise this to James who was subsequently able to recognise that
experiencing small setbacks could actually enable Polly to begin to rebuild
her resilience and ability to cope with challenges.
This is an example of a carer being supported to manage positive risk taking,
however carers can sometimes also need mental health professionals'
support to manage harmful risks. For instance a recent study of over 100
carers who looked after a family member with psychosis, found that over
three quarters had been the recipient of moderate to severe levels of
aggressive behaviour in the past year (Loughland et al., 2009). It is
important to be mindful that the participants were carers for individuals with a
diagnosis of psychosis and that this finding cannot therefore necessarily be
generalised to carers of family members with other mental health difficulties.
I believe that despite this limitation, their findings are still relevant as
evidence from inpatient settings suggests that verbally aggressive behaviour
directed towards staff can increase 'burnout' rates and decrease the staff
team's morale (Bowers et al., 2009). Worryingly though, a theme which
persists throughout the literature is that carers do not feel that their concerns
are 'taken seriously' by mental health professionals. In summary, whilst a
recovery-orientated framework encourages professionals to focus on positive
risk taking, we also have a responsibility to manage harmful risk and this
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should, wherever practicable, be done in a collaborative and respectful
manner with the service user's and carer's input as 'experts by experience'.
What do carers really need?
In researching and thinking about this essay, it has become apparent to me
that carers' almost unanimously have a need to be listened to, included and
treated with respect by professionals and service users alike. It seems to me
that carers' needs have not changed so much as a result of mental health
services moving towards recovery-orientated practice, but rather carers'
hopes for their needs being met have been raised. The responsibility to
ensure that these hopes become reality now lies with us, the mental health
practitioners working alongside carers on a daily basis. It is about taking time
to understand carer's individual needs, including how these may differ from
the service user's needs, and to, wherever possible, address these needs.
This may take the form of practical assistance such as providing better
information or access to carer support groups, or it may simply involve
acknowledging that carers are doing their best for their loved one, often in
difficult situations. It is also about offering the best possible standards of
care to individuals with mental health difficulties, as not to do so can surely
only serve to increase the stress and frustration experienced by carers.
In researching the literature relating to carers' needs it became evident that
carers are still, for the most part, being considered as a uniform group. I was
encouraged to find that the majority of studies I have cited here
acknowledged the potential for differences of opinion between different
stakeholders in the mental health system, for instance: service users, carers,
service providers and policy makers. However, I was left wondering why
carers were so often regarded as having identical needs regardless of
differences in their personal circumstances and those of the individual they
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care for. For instance, the evidence base comparing the needs of carers
who work outside the home with the needs of those whose caring role is a full
time occupation was severely lacking. This was also true of research
contrasting the needs of carers whose family member has an enduring
mental health difficulty with the needs of carers where the mental health
difficulty experienced may be of a more transient nature. These are just two
of many possible comparisons that are surely relevant to a discussion of the
impact of a recovery model on carers. Some of the studies I have referenced
did make attempts to acknowledge the diversity of carers, however these
primarily consisted of descriptions of carer characteristics (e.g. gender,
ethnicity) and little effort was made to unpack the influence of these
characteristics on their findings.
What does the future hold for carers? As the government's planned
efficiency savings for the NHS begin to take effect, I envisage that carers
may well be expected to contribute even further to meeting their relative or
friend's care needs than they currently do. The efficiency savings could also
present a challenge for community staff teams, as although they may be
tasked with 'doing more with less', with 1.5 million informal carers in the UK
they simply cannot afford to lose sight of carers' needs.
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Looking back, 11 realised how influential my personal and professional
development (PPO) group had been in shaping my first year on the doctorate
course. Following our first problem based learning (PBL) task to deliver a
presentation on 'The Relationship to Change', our next exercise was to
construct and share genograms of our families of origin. We used these
discussions around diversity and difference to consider how our backgrounds
could have an impact on our clinical practice. A 'shared learning' exercise
with undergraduates reading dietetics followed, where we collaborated to
discuss a hypothetical case scenario and the multi-disciplinary team (MDT)
response.
We became accustomed to being task-orientated and so I was not sure what
to expect from the group once we were no longer working towards an
exercise. We agreed that filming a session, using the university's video suite,
could give us an opportunity to observe ourselves. I was intrigued to watch
the OVO as we had previously received feedback from our facilitator that we
seemed to be reluctant to challenge each other in discussions.
We also considered the role our facilitator had played in influencing how we
developed as a group, wondering how our new facilitator would feel, as we
had spent the past year together, and whether this may return us to a
previous developmental phase. I have enjoyed this year and am hopeful that
we can continue to grow in confidence as a group, enabling us to focus on
our personal development alongside our professional competence.
1 I have written this account from a first person perspective to enable me to discuss and
reflect on my role in the group.
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At the end of the first year, 12 strongly felt that our group had remained in the
'forming' stage of group process, whereas I was aware informally that other
PPD groups seemed to have moved forward into later 'storming' stages of
group process. Although we had successfully taken a risk in our second PBL
presentation, the theme of our reluctance to take risks in the group still
seemed to be an issue. For instance, I suggested that sometimes having
sessions without an agenda may enable us to focus on our personal
development, as it felt that the emphasis had been on our professional
development so far. Whilst we all agreed that we were enthusiastic to try this
out, more often than not a reason emerged that meant we could not dedicate
a session to an experientially-based reflective group.
I have enjoyed our PPD sessions this year and am hopeful that we can
continue to evolve our group identity, enabling us to focus more on our
development both personally and as reflective-scientist practitioners over our
final year of training.
2 I have written this account from a first person perspective to enable me to discuss and
reflect on my role in the group.
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The original 'problem'
The first Personal and Professional Learning Discussion (PPD) Group was at
the end of my3 first day on the doctorate course. We met our facilitator and
following introductions, began to assign the roles of chair and scribe. Whilst
the role of scribe was quickly filled, no-one seemed willing to put themselves
forward as chair. After a pause, I volunteered for the role and whilst feeling
comfortable with my decision, realised that I now felt somewhat more
responsible for the progress and success of the task. The task itself was to
produce and deliver, as a group, a presentation on 'The relationship to
change'. Whilst there were some further ideas in our handouts, the task
seemed vague and too broad. Looking back at my reflective journal, following
that first session I wrote "feel that we've had a productive discussion, but that
we are no further forward with the task.....PPD group is floundering due to the
non-specific nature of the title". We concluded that initial session, with a
mixture of relief at surviving the first day of the course and trepidation about
the task ahead.
The group process
Our group had all volunteered to attend PPD sessions on Mondays at the
end of formal teaching. I think this affected us in a couple of ways: firstly we
often seemed to be making good progress compared with the other groups
as we were always one session ahead and secondly we were very aware of,
and consequently always stayed within, our time boundaries as group
J This account is written from a first person perspective to promote discussion and reflection
of my own role in the group process and presentation task.
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members needed to travel home. One of the disadvantages however was
that we noticed a definite variation in our levels of energy and productivity
across sessions depending on how strenuous we had found the day's
teaching.
A difference I noticed between our group and others was that, at the second
session, it was unanimously agreed that having the same people in the roles
of chair and scribe throughout the task would promote group cohesion and
task coherence. Again referring to my reflective journal, I wrote "I've been co-
opted into the chair role for the whole of the task, am slightly concerned
about being perceived as too bossy....". Following later reflection and
discussion with members of my group, I do not feel that this was the case
and I genuinely believe that it had a positive influence on group cohesion.
We began the process by focussing all our efforts on relevant theory, for
instance consulting the literature for change models as we felt that, not only
was the task ambiguous, but that we did not know what constituted an
appropriate standard for work produced at doctoral level. Theory was
something that we were all familiar with from our undergraduate degrees and
so it felt reassuring. Additionally we noticed that we were initially looking to
our facilitator to give us specific guidance on the task, but that her absence
during the third session actually resulted in us approaching the problem more
creatively.
Finally, we acknowledged the diversity within our group: some of us had
been working in the National Health Service, others for a variety of different
employers, there was a 15 year age range between us and we came from a
mixture of different cultures and areas of the country. We found common
ground in our experiences of starting an undergraduate degree and settled
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on this as a way to acknowledge our diversity and encourage all members of
the group to contribute to the task in a meaningful way.
The presentation
We recognised the importance of delivering our presentation using varied
formats to account for the diversity of learning styles in our audience (Honey
& Mumford, 1986). We began with photos that represented change to us and
used a role play based on our collective experiences of beginning
undergraduate degrees to illustrate the Stages of Change Model (Prochaska
& DiClemente, 1982). We concluded the presentation with our reflections on
the task and group processes over the preceding five weeks. We chose the
Stages of Change Model (see Appendix 1) as it allowed us to draw parallels
between our experiences of change and the experience of service users
accessing psychological therapy. I found the model especially useful as, in
addition to describing the six stages, it suggests techniques to support a
person at each stage. It stresses the importance of involving service users in
decisions about when and how they might be ready for change, which
complements the collaborative nature of cognitive behavioural therapy (CST).
Feedback was very positive, with our varied use of presentation styles and
role play identified as maximising our audience's engagement. Our emphasis
on self-reflection and working together were also highlighted as strengths.
However both tutors commented that we could have expanded our use of
psychological theory to strengthen other areas of the presentation, although
subsequently I felt this would have limited the amount of reflection included.
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Re-evaluation of the problem based learning task
I began re-evaluating the task by considering the original learning outcomes,
the first of which was to 'understand the importance of collaboration rather
than competition in learning'. I recognised its relevance to the first of Ten
Essential Shared Capabilities (ESC) for Mental Health Practice (Department
of Health, 2004); 'working in partnership'. These capabilities were developed,
in consultation with service users and carers, to guide the training of mental
health practitioners. During the PBL task there several occasions where one
or two group members felt that a particular approach to the task was best (for
example a critique of several models of change) which contrasted with the
approach suggested by other group members (an emphasis on our own
experiences of change). This required sensitive negotiation of the groups'
priorities and we were able to resolve these differences constructively, a skill
that has since been invaluable on my adult mental health placement. For
instance, the multi-disciplinary team was divided on the issue of whether a
particular service user was best supported by our team or the Learning
Disability Service. I was able to clarify his level of intellectual functioning
through psychometric assessment and write a balanced, evidence-based
report summarising the issues to advise the team on a constructive approach
that prioritised the service user's interests. Acting as chair for the PBL task, I
had come to appreciate that it was not necessarily about how I would choose
to solve the problem, but instead my role was to facilitate others in working
together to find a solution.
The second learning outcome was to 'understand the importance of
respecting diverse learning styles, differing areas of expertise and levels of
knowledge' this has relevance to the second of the ESC; 'respecting
diversity'. Throughout the PBL exercise I was aware that, although we all
shared a common aim of completing the task, we had very different
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experiences to date. This was apparent in our recollections of starting our
undergraduate degrees and we used this diversity to draw parallels with
experiences of service users accessing psychological therapy. For instance,
we acknowledged some may have had negative interactions with services in
the past, others may have perceived real benefits therefore positively
influencing their expectations of future therapy and others still would have no
experience of services. This realisation has influenced my assessment
sessions with service users, as I encourage them to share their previous
experiences and current expectations of psychological therapy and mental
health services. I also actively encourage them to question anything they are
not sure about during the sessions and to give feedback on what they are
finding constructive and, mindful of the potential power differential between
therapist and service user, provide regular opportunities to do so. This is
consistent with the emphasis on collaborative empiricism in CST, where the
therapist and service user work together to identify difficulties and promote
effective coping strategies (Wright, 2006).
Two further learning outcomes were to be 'able to reflect upon and value
your personal experience' and to 'have gained a greater understanding of the
processes of change'. These objectives are relevant to clinical psychology
training as they enable the integration of knowledge from different sources,
for example formal teaching, working with service users and supervision
(Atkin, 2007). As described earlier, we focussed on our experiences of
starting our undergraduate degrees, causing one group member to raise the
issue that we viewed this experience with 'the benefit of hindsight'.
Discussing this, I realised that we now knew the outcome of this period of
change, we had all graduated successfully, and as a group we reflected on
whether this had affected our attitudes towards our experiences. I concluded
that I remembered the highs and lows rather than the routine and as a group
we concluded that we felt more able to be objective about the beginning of
our first degree compared with our feelings about starting this course. This
may be comparable to service users' experience of therapy, as during
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therapy they may not feel as if they are progressing, but with hindsight they
may be more able to identify changes that have resulted. To facilitate this
process, I encourage all service users to complete the Clinical Outcomes in
Routine Evaluation measure (CORE Systems, 2010), either prior to attending
the assessment session or at the end of their first appointment. Service users
complete the same measure again at the end of their course of therapy to
help them identify any changes in their daily functioning, subjective well-
being, psychological distress and high risk behaviours.
Atkin (2007) proposed a model for integrating personal, scientific and clinical
contexts for learning in theories of change; with personal context as a
process of experience and reflection, scientific context as a process of
research leading to evidence and clinical context as a process of practice
followed by evaluating outcomes.
Scientific context
R':'~EARCH
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.:\'IOENO:
THEOR\'
0.'
CHANGE
(
Clinical context
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Figure I. Contexts for learning in theories of change
Atkin (2007) Developing theories of change in clinical psychology training.
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During my adult mental health placement, I have had the opportunity to begin
to integrate these contexts for change during supervision. My placement
supervisor encourages me to reflect on my work with service users, including
its complexity. An example of this complexity is a service user who was
referred to the psychology team for anxiety, which manifested as scratching
his skin. During the assessment and history taking, it became apparent that
he had mild learning difficulties, frequently experienced low mood and was
also having difficulties in social situations. With the help of my supervisor I
was able to reflect on his presentation and therefore discuss some possible
approaches to working with him. Supervision has also enabled me to reflect
on my personal development and I have become more aware of how much I
have gained in confidence and competence since beginning the course five
months ago, but also how much I still have to learn. This experience is
consistent with that of other students on CST training programmes (Sennett-
Levy & Seedie, 2007).
Following the PSL task, I realised that I had found delivering the presentation
more difficult than I had anticipated. In our group feedback one of the tutors
commented on our 'articulation and audibility' remarking that we occasionally
'lost flow'. In discussion with my supervisor I identified this as a learning need
and arranged to deliver a presentation on CST for phobias to other members
of the team at my placement, with the aim of gaining confidence in
presentation skills. I am hoping to further develop my ability to present
information clearly to others through co-facilitating a mindfulness-based
cognitive therapy group with my placement supervisor later in the year.
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Conclusion
In summary, completing the first PBL task exploring the 'Relationship to
Change' provided our group with an opportunity to begin to get to know each
other; including each other's preferred style of working as well as the roles
we took within the group. It was at times challenging, although reflecting on
the task has made me aware of how much we have learnt since beginning
training, whilst the clinical work on my adult mental health placement has
shown me how much we still have to learn together.
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In thinking about the problem based learning (PBL) task prior to writing this
account it seemed logical to structure ml reflections around three main
issues. Firstly the task itself; what was asked of us and how we decided to
approach the task. Secondly how did we function as group; how had our
roles and attitudes evolved from the PBL task we completed in the first year
and lastly, how I have been able to apply this experience to my work as a
trainee clinical psychologist on placement in the National Health Service
(NHS).
At the timetabled session to introduce the PBL task, there was some
apprehension about what would be expected of us now that we were in the
second year. Last year, as we were all new to this style of learning and the
task seemed so broad, I felt that we were free to choose any aspect of the
title 'The Relationship to Change' as the basis for our presentation. This year
we were presented with a more clearly defined problem: a scenario in which
young twin girls had been placed in foster care due to social workers'
concerns that their parents, both of whom had a diagnosis of learning
disabilities, were unable to adequately care for them. Our task, as clinical
psychologists, was to carry out a full risk assessment and, if appropriate, to
develop a rehabilitation plan in order to assist the court in determining
whether the children should be adopted or returned to their parents' care. In
reading through the scenario I was struck by the complexity of the case,
there seemed to be so many issues that were important to hold in mind. I
realised these issues were operating at a range of levels; at an individual
level, for example the children's needs as well as those of the wider family,
i.e. the grandparents' desire to be involved in decision-making. There were
also issues operating at a societal level, for example the extreme poverty
experienced by the family, as well as the discrimination they faced as a result
of their learning difficulties.
4 I have written this account in the first person to allow for greater reflection on my role within
the group.
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Following this session, my personal and professional development (PPD)
group met to decide how we were going to approach the task. We decided
that, as for last year's task, electing a chair and scribe would ensure that we
stayed focused and maximised our productivity. I had chaired the group last
year, a role I had enjoyed, but was clear that this meant that I could not chair
again this year, as I felt that this would position me as too dominant within the
group. Again similar to last year there were several volunteers for the role of
scribe but no-one seemed keen to put themselves forward as chair.
Therefore someone suggested we play 'paper, scissors, stone' for the role as
this seemed a light-hearted yet fair way to allocate the responsibility. Later
on I reflected on this and wondered whether, as a group, we are still reluctant
to do anything that may affect our valued identity as one of the most cohesive
PPD groups.
At our first group discussion we considered the breadth and complexity of the
issues and I was aware that, as a profession, clinical psychologists are
uniquely placed to work in consultation roles. I believe that this is especially
true in circumstances such as this, where the parties' positions have become
polarised, with the parents demanding the return of their children, in contrast
to the social workers' belief that the only solution was adoption. For the past
five months I have been on placement with a Joint Community Learning
Disability Team and recently had the opportunity to work in a consultation
role. A young service user with mild learning difficulties who I had been
constructing an extended risk assessment with had recently moved from a
secure residential facility for adolescents to supported living in the
community. At first he appeared to be settling in well and the staff team who
supported him had experienced him as responsive and willing to engage with
them. However over the last few weeks he had become increasingly
withdrawn, spending long periods of time isolated in his bedroom. He had
also started staying away from the house, on several occasions until the
early hours of the morning, and was refusing to discuss where he was going
and when he would be back with the staff team. Due to his learning disability
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and previous history of offending behaviour the staff team had
understandably become concerned about the risk of him being vulnerable to
harm from others (such as being physically attacked) or of causing harm to
others. I was able to use this PBL experience to hold in mind the differing
positions of the service user, service provider and social services care
manager as I chaired a review meeting with the aim of resolving some of
these issues. For example I understood the importance of ensuring that the
service user's point of view was at the forefront of our discussion (i.e. he
didn't want to be accompanied by support staff on visits to the supermarket
as he felt this would mark him out as different from his peers). Whilst also
considering the support staff who were concerned that the young man didn't
yet have the budgeting or planning skills to successfully negotiate
supermarket shopping.
To address the sheer number of issues involved in the PBL scenario our
group decided to each take one area to research in greater detail, before
informally presenting our findings to the rest of the group at our next meeting.
I thought it was important to consider the inter-generational impact of
domestic violence on families, whilst other group members researched
issues affecting parents with learning disabilities as diverse as attachment,
government policy and discrimination.
At our next meeting one of the group suggested systemic formulation as a
way of organising our ideas. She, along with another group member, had
had the opportunity to be part of a reflecting team in family therapy sessions
during her adult mental health placement and they both felt that a systemic
approach could help to structure our thinking. I (and the rest of the group)
had no experience of formulating systemically and were enthusiastic to learn
from each other. As they outlined the formulation model, another group
member suggested that this could comprise the basis of our presentation.
We had already agreed that, in the time available, it was preferable to focus
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on one or two main themes, exploring these in some depth, rather than to
attempt to cover everything. Therefore we would all individually formulate the
problem based on the same model (Dallos & Draper, 2006; in Johnstone &
Dallos, 2006), and then combine our ideas to produce a 'super-formulation'. I
really enjoyed this way of working, as it enabled us all to formulate and also
ensured that everyone's ideas contributed to the presentation.
We decided that the presentation should provide a 'snap-shot' of a family
therapy session which the other professionals had been invited to participate
in. The two group members with experience of family therapy volunteered to
be the reflecting team in the role play, with the rest of the group representing
family members or different professionals working with the family. Based on
our experience last year, we understood the importance of engaging the
audience and using different modes of presenting the information, so we
settled on displaying the formulation visually using PowerPoint whilst the role
play would allow us to explore some of the challenges faced by the
individuals involved. I suggested that rather than reading out the slides, we
could use a circular questioning technique to explore the differing positions
taken by the family and the professionals with the aim of encouraging them to
acknowledge each others' differing opinions.
We received very positive feedback on the presentation, with one of the
course team commenting on our "elegant use of systemic formulation" which
was really encouraging as we had taken a risk in using a model that the
majority of the group had little or no experience in. Both course team
members commented on how cohesive our team working was and how it
seemed that everyone's contribution was valued and I was pleased that
these remarks echoed my own feelings about our PPD group. Reflecting on
this later in a PPD session, one group member pointed out that some people
had taken much larger parts than others during the presentation and that this
had not felt awkward. I was able to understand this as a result of our
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decreased anxiety and greater confidence in the group compared with last
year, where it had felt important to ensure that all the work had been divided
equally. This is consistent with later stages of group formation (Yalom, 2005)
where group members feel confident that their investment is appreciated by
other members. This led to a discussion of how we work together and I said
that I felt that the majority of the group seemed to have a similar style of
working (i.e. I know that I feel it is important to ensure that the task is
completed to a high standard, but that it is essential to set time boundaries in
order to focus myself) and I was curious about the members of the group
who had different working styles. In contrast to last year however, one group
member disagreed with me and explained how her working style was in fact
quite different and that not using all the time allocated (plus some extra) had
actually made her feel quite anxious. At times she had been worried about
the amount of progress we had made but had found it difficult to voice her
concerns as she very much felt in the minority. I was pleased that she felt
confident enough in the group to disagree with the majority voice and was
curious about whether our group might be about to enter the 'storming' phase
of group formation (Tuckman, 1965; as cited in Halverson, 2008) that had so
far seemed absent from our meetings.
Following the presentation, one piece of constructive feedback from a
member of the course team was that it would have been useful for us to have
spent more time discussing the evidence base and to have included some
"positive non-blaming recommendations". Whilst accepting the validity of
these suggestions, I felt we had made a deliberate decision that in order to
enable us to cover the assessment in sufficient detail, it would not be
possible to usefully make recommendations in the time available. When I
raised this feedback again in a PPD session, another group member pointed
out that we had all spent time considering the evidence base at the outset,
however we had not felt the need to list every article we had read in our
presentation. I reflected that this again showed our increasing confidence,
both as a group and as trainees, as we had taken the evidence base and
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applied it to our representation of the problem, whereas last year it had felt
more important to explicitly show the 'evidence' behind our thinking.
One key issue that I have been able to take from this exercise and
incorporate into my work on placement is that of discrimination. In the PBL
scenario there were several examples of how discrimination can be quite
subtle, with the result that it is sometimes easy to overlook for busy
professionals. For example the parents with learning disabilities were
illiterate and therefore unable to read the lengthy reports written for the courts
by the professionals working with their family. In order to overcome this
issue, the parents' solicitors had read the reports aloud, often on the morning
of the court hearing. In my experience of working with people with learning
disabilities on placement, this would often not be sufficient for an individual to
actually understand the meaning or implications of the document. I have also
now worked with people whose verbal expressive skills are far greater than
their cognitive abilities, which has resulted in staff working with them
becoming frustrated that their input appeared to be having no effect.
Recently I worked with a man in his mid twenties who had struggled to gain
employment, as he was not able to read or write and therefore could not
complete the required application forms. He had visited the job centre on
many occasions, but had become frustrated and despondent that he did not
seem to be any closer to employment. However I believe that it is likely his
ability to communicate verbally masked his cognitive and intellectual
difficulties, meaning that he was not offered the support he needed to
succeed.
In summary, I found this PBL task more rewarding than our previous one, as
I felt it was really beneficial to have the opportunity to discuss these issues,
which are directly applicable to our work on placement, with other trainees.
In my placement I have learnt a considerable amount about the context of
working with people with learning disabilities through clinical supervision and
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it was helpful to have the opportunity to consolidate this knowledge through
our discussions and delivering this presentation.
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Adult Mental Health Placement
October 2009 - September 2010
I gathered assessment information through clinical interviews as well as
standardised assessment measures in order to collaboratively develop a
psychological formulation and intervention strategy with adults experiencing a
range of complex difficulties. I enjoyed using a range of psychological
models to derive a formulation and am keen to develop my ability to work
integratively further. During my adult mental health placement I worked with
adults experiencing anxiety (post traumatic stress disorder, panic attacks,
anxiety around eating, obsessive compulsive disorder, phobias) as well as
those with diagnoses of depression, psychosis and bipolar disorder. I also
gained experience of completing a thorough and appropriate risk assessment
for every service user I worked with. I co-facilitated an Anxiety Management
workshop with a counselling psychology trainee and a Mindfulness-Based
Cognitive Therapy group with my clinical supervisor.
Learning Disability Placement
October 2010 - March 2011
During my learning disability placement I had the opportunity to work with
service users and their families from a diverse range of ethnic, cultural and
socio-economic backgrounds. This included an assessment with a service
user, who solely communicated in a language other than English, carried out
using an interpreter to enable her to maximise her input into the assessment.
I adapted cognitive behavioural interventions and formulations for people with
various levels of ability as well as carrying out cognitive assessments such as
the WAIS Ill, BADS and AMIPB. I also undertook specialist risk assessment
work with a young male service user with a diagnosis of learning disabilities
and ASD who had previously been deemed to be at risk of sexually offending
against children and animals.
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Child and Adolescent Placement
April 2011 - September 2011
I worked with children and adolescents presenting with a range of
psychological and emotional difficulties when on placement in a CAMHS
team including anxiety disorders (obsessive compulsive disorder, phobias,
panic attacks, PTSD), depression, difficulties with self-esteem and issues
around eating. These problems have ranged from mild and transitory to
difficulties that were having a major impact on the young person's life, for
example resulting in a suicide attempt or prolonged absences from
education. I was also responsible for considering the most appropriate care
pathway for adolescents attending pre-group screening appointments and
enabled others to develop their organisational skills and knowledge when
working with two assistant psychologists to deliver this group cognitive
behaviour intervention for young adolescents experiencing anxiety and
depression.
Older Adults Placement
November 2011- September 2012
At my current placement in older adults' services I am working with people
aged from their late sixties to people in their nineties experiencing a range of
difficulties including fear of falling, adjustment reactions and complex
bereavement. I am also offering consultation to the multi-disciplinary staff
team (nurses, occupational therapists, physiotherapists) regarding the
assessment of depression and anxiety in patients who are recovering from
stroke and training on the process of breaking bad news. I have also gained
further experience on working with groups of service users in delivering an
input on adjustment for older adults diagnosed with Parkinson's disease and
a presentation on how a fear of falling can impact on the risk of falls to a Falls
Prevention Group.
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Specialist Placement
November 2011- September 2012
I am currently on placement with a specialist team providing services to
children and adolescents with disabilities and their families. I have gained
experience of working as part of a multi-disciplinary team in the assessment,
diagnosis and management of autistic spectrum disorders, social
communication difficulties and other neurodevelopmental disabilities I delay
in infants, pre-school and school-aged children and adolescents. This has
included being part of the specialist Social Communication Clinic responsible
for establishing and communicating diagnoses of developmental difficulties
and ASD to parents, as well as work to support them in assimilating and
managing this information. I have worked alongside my clinical supervisor in
supporting parents who have understandably found it difficult to cope with the
sense of loss such a diagnosis can result in.
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Case Report One
Summary
Cognitive behaviour therapy (CBT) with a
female service user, in her mid-thirties,
presenting with social anxiety.
Year One
May 2010
Word count: 235 words
This report has been fully anonymised, therefore some identifying details and
all names have been changed to protect client confidentiality. The client
concerned has provided verbal and written consent for their information to be
presented in this report and to be shared with clinical and university staff as
appropriate.
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This report details a cognitive behaviour therapy assessment, initial
formulation and intervention with a female service user in her mid thirties
experiencing social anxiety. Jenny Green was referred to the psychology
team as she was experiencing anxiety in social situations, including
interacting with people as she feared saying the wrong thing. She found
maintaining employment difficult due to the constant worry and need to
analyse her behaviour and others' impressions of her. Her anxiety was
maintained by high levels of avoidance, safety behaviours and pre and post-
event rumination.
The intervention utilised cognitive techniques in challenging the dysfunctional
assumptions and overestimation of risk that underpinned Jenny's social
anxiety (Clark et al., 2003; 2006), whilst behavioural techniques were used to
address the safety behaviours and physical symptoms that maintained her
anxiety and avoidance (Wells, 1997). Following the intervention, Jenny's
difficulties were collaboratively reformulated and the outcome of the
intervention assessed. Considerable improvements in Jenny's symptoms of
social anxiety and psychological wellbeing were seen, with Jenny reporting
increased self-confidence and also not engaging in deliberate self-harm
(which she had done prior to commencing therapy). These improvements
were also demonstrated using a standardised self-report outcome measure.
On reflection, I believe the positive impact of this intervention could have
been furthered by addressing Jenny's avoidance of anxiety provoking
situations earlier in the intervention and using an objective brief outcome
measure to gather qualitative feedback at the beginning of each session.
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Case Report Two
Summary
Amindfulness-based cognitive therapy
group for working-age adults with
recurrent depression and lor anxiety.
Year One
August 2010
Word count: 250 words
This report has been fully anonymised, therefore all identifying details and
names have been changed to protect confidentiality. The service users
concerned have provided written consent for their information to be
presented in this report and to be shared with clinical and university staff.
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During multi-disciplinary team (MDT) discussions at the Primary Care Mental
Health Team (PCMHT) it became apparent that there were a number of
service users with symptoms of recurrent depression and anxiety, where
rumination was perceived to have a significant role in maintaining their
difficulties. Therefore in order to consider possible approaches to support the
team, further information about the service users' backgrounds was collected
from several sources: individual assessments, MDT clinical notes and referral
letters, however it was not necessary to compile in-depth histories for each of
the service users.
Following a discussion of the outcomes of the individual assessments and
the construction of a group formulation in supervision, my clinical supervisor
and 15 agreed that it would be appropriate to follow the eight session protocol
for group-delivered mindfulness-based cognitive therapy (MBCT) developed
by Segal et al. (2002). A mindfulness approach does not strive to alleviate
symptoms of distress instead change occurs through emphasis on the
importance of 'being present' via meditation exercises (Kabat-Zinn, 2003).
Therefore, it perhaps follows that no significant improvement was seen in
group members' scores on self-report outcome measures. This apparent
lack of change contrasted with the positive subjective written feedback and
attendance rates of group members. Whilst accepting the limited
improvement in outcome scores, other factors that may have influenced
outcome were considered with the group. Finally, we discussed with
participants how they could continue to use mindfulness in their daily lives.
5 The first person tense is used throughout to allow for greater personal reflection.
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Case Report Three -
Summary
Extended risk assessment with a young man with a diagnosis
of learning disabilities and a history of sexually inappropriate
behaviour towards animals.
Year Two
April2011
Word count: 227 words
This report is fully anonymised, some identifying details and all names have
been changed to protect confidentiality. The client concerned has provided
written consent for their information to be presented in this report and shared
with clinical and university staff.
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Mr Ryan Davies a 19 year old, White British man with a diagnosis of learning
disabilities and autistic spectrum disorder was referred to the psychology
service at the Community Learning Disability Team by his Social Worker.
Ryan had recently moved to a supported living placement, after leaving a
specialist residential unit for boys with sexually problematic behaviour and
was referred for "psychology input around managing risk in the community".
A previous assessment stated a "low risk of sexually offending against young
children and a medium risk of sexually offending against animals", however
there were no further details about the remit of this risk assessment.
Therefore an extended assessment was needed to provide sufficient
information (e.g. developmental history, risk behaviours, cognitive
functioning) to establish risk.
The extended formulation suggested risk could be minimised through
protective factors such as residence in supported living, support from his
family as well as consistent and predictable boundaries and a programme of
structured activities. There were no reports of sexually inappropriate
behaviour since leaving the therapeutic community. Vulnerability may be
increased by anxiety therefore it is essential that Ryan is supported to
manage his anxiety. It was ml opinion that, when considering the risk of
acting in a sexually harmful manner with animals or children, Ryan currently
is defined as low risk.
6 The first person tense is used throughout to promote personal reflection.
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Case Report Five
Summary
Neuropsychological assessment with an older man
presenting with concerns about his memory and cognitive
functioning.
Year Three
May 2012
Word count: 220
This report is fully anonymised, some identifying details and all names have
been changed to protect confidentiality. The client concerned has provided
written consent for their information to be presented in this report and shared
with clinical and university staff.
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Mr Brookes an 88 year old man was referred to the psychology team by a
doctor at the day hospital. She requested a psychology assessment of his
cognitive functioning and also of his emotional wellbeing following a
deterioration in his mobility and the loss of two close family members.
At my7 appointment with him, Mr Brookes described the problem in terms of
being "less able physically" and having a tendency to become "muddied". He
was unable to give a clear indication of when he had first noticed changes to
his memory and could not give any examples when he had experienced
particular difficulty with his memory.
A comprehensive neuropsychological assessment was carried out over four
sessions to investigate his emotional, cognitive and memory functioning
using valid, standardarised measures. The findings of this assessment and
the accompanying written report were shared with Mr Brookes and his carer
at a feedback session to allow them opportunity to ask any questions.
The findings suggest that whilst Mr Brookes was clearly experiencing some
specific cognitive deficits (not related to depression), which may well
represent a significant decline from previous ability, these deficits do not
appear to be impacting adversely on social and occupational functioning at
present, thereby negating a diagnosis of vascular dementia.
7 The first person tense is used throughout to promote personal reflection.
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Oral Presentation
Summary
Year Two
September 2011
Word count: 317 words
This report is fully anonymised, some identifying details and all names have
been changed to protect confidentiality. The client concerned has provided
written consent for their information to be presented in this report and shared
with clinical and university staff.
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Looking back over the past two years, 18 am aware of how much my
confidence and skill in delivering therapeutic interventions has increased. I
still feel fortunate that my first supervisor appeared completely undaunted by
my relative inexperience and right from the start had confidence in me. Her
attitude enabled me to simply ask when I wasn't sure, which in turn
contributed to the development of my understanding of CBT assessment,
formulation and intervention.
During my current placement with a child and adolescent mental health
(CAMHS) team, I felt ready to begin working in new models and with the
support of my supervisor I was able to explore a narrative, systemic focus in
a piece of work with a family. Jasmine was a ten year old girl who lived at
home with her mother, Rebecca. For around the past year, Jasmine had
been hearing a self-critical voice in her head. The voice frequently criticised
her at home and at school, for example telling her that any achievements
were "just lucky". The voice was undermining her self-confidence, and so I
was able to integrate an externalising technique into my predominantly CBT
intervention with the aim of minimising feelings of guilt and blame within the
family system. This approach helped me to reflect on not only how far I have
come in my training but also how being competent in a range of models is an
invaluable skill clinical psychologists bring to their work.
8 I have written this account from a first person perspective to enable me to discuss and
reflect on my development as a trainee.
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Service Related
Research Proj ect
Evaluation of a pilot project to determine
the impact of a multi-disciplinary
assessment on service users and mental
health practitioners.
Year One
July 2010
Word count: 2969 words [total word count 4655)
This report has been anonymised, therefore all identifying details have been
removed to protect staff confidentiality. The colleagues concerned have
provided verbal and written consent for their information to be presented in
this report and to be shared with clinical and university staff as appropriate.
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Abstract
Introduction: Contrary to 'New Ways of Working' guidance that routine
psychiatric appointments are not necessarily in the best interests of either the
service user or the professional involved, this practice is common in the
primary care mental health team (PCMHT) where the research was
conducted. Therefore, a SRRP was designed to consider feedback from
multi-disciplinary team (MDT) members' experiences of a project to pilot
multi-disciplinary assessments (MDA). It was envisaged that a MDT
approach at assessment, would enable a comprehensive exploration of the
psychological and social needs of the service user, along with an opportunity
for referral directly to the most appropriate resource.
Method and analysis: This research aimed to report and qualitatively analyse
feedback received from MDT members following their participation in an
existing project to trial MDA. Data was collected via a focus group for
colleagues and was analysed thematically.
Results: Four main themes were identified, each including several sub-
themes: experience of MDT staff, organisation of MDAs, relationship
between MDT assessors and experience of service users.
Discussion: Staff felt that they and service users had benefited; however this
appeared to be dependent on the relationship between the two assessors.
There was confusion around the organisation and administration of the pilot,
with staff reporting that they needed a clearer rationale and guidelines before
commencing assessments. A key limitation was that the impact on service
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users was assessed through feedback from MDT staff; therefore future
research should aim to address this.
Introd uction
Since its introduction by the Department of Health (DH) in 2003, New Ways
of Working (NWW) has promoted a cultural change in mental health services
by encouraging mental health practitioners and service users to reconsider
values, ways of working and roles (NIMHE National workforce programme,
2009). NWW also addresses issues related to difficulties in recruiting and
retaining psychiatrists. In many settings, service users routinely attended
psychiatric appointments without any discussion of the rationale for regular
appointments. This increasingly results in an unmanageable workload,
leading to staff 'burnout' and poor quality service for patients requiring urgent
attention. Whilst a move towards psychiatrists seeing only complex cases
was welcomed in terms of more manageable workloads, there were
reservations within the profession that this would result in psychiatry trainees
being denied access to the routine presentations needed to develop
knowledge and experience in the role (Vize, 2009).
A DH report published by the Social Exclusion Unit in 2004, identified
concerns that involvement with mental health services and practitioners may
actually increase social exclusion. The report identified two key themes:
mental health services may inadequately promote social inclusion and mental
health practitioners may have low expectations regarding service users'
potential for recovery. Conversely, the idea of recovery, which has been
developed and promoted in conjunction with 'survivors' of mental illness
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highlights "self managing the mental illness" as one of the four foundations of
recovery (Slade, 2009).
However, contrary to guidance that routine psychiatric appointments, in the
absence of a clear purpose, are not necessarily in the best interests of either
the service user or the professional involved, this practice is common in the
PCMHT participating in this evaluation. Only a small proportion of those seen
in the outpatients clinic have active involvement with a team member other
than their psychiatrist, making it difficult for psychiatrists to respond quickly to
requests for urgent reviews, as a result of their pre-existing caseloads.
Retention of staff grade psychiatrists is problematic, causing difficulties in
gaining relevant knowledge of additional resources available, both within the
MDT and local community. This may result in poor continuity of care for
service users, as they are frequently obliged to reiterate their difficulties to a
new doctor. Additionally, as a staff grade may lack confidence to discharge
apparently long-term service users after only one or two consultations, there
is real potential for an individual to become entrenched in mental health
services.
Therefore, a project to pilot MDAs was established to address these issues
as it was envisaged that active involvement by other team members at the
assessment stage, would enable a more comprehensive exploration of the
psychological and social needs of the service user, along with an opportunity
for referral directly to the most appropriate resource, whether within the team
or community. Appendix One outlines the procedure used to determine
service users' suitability to participate in the pilot and select appropriate
assessors from the team.
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It was anticipated that, over the four month duration of the pilot, between 12-
16 MDAs would take place, involving approximately 10-12 members of team
in total. Therefore a qualitative approach was chosen to assess the impact of
the pilot, with the expectation that this would detect subtleties of experience
that are impossible to obtain using a quantitative approach.
To report and qualitatively analyse feedback received from psychiatrists and
other MDT members following participation in the piloting of a MOA.
Feedback was obtained using a focus group for clinicians and took into
account team members' perceptions of potential and/or actual outcomes for
service users.
Method
Participants
A representative sample of ten professionals was invited to a focus group to
discuss their expectations and experience of participating in the project. Nine
colleagues attended the workshop, two male and seven female, each with
experience of conducting between one and five MDAs.
Table 1 Composition of focus group by occupation.
Occupation Representation in focus group
Psychiatrist 1
MHNP 5
Social worker 2
Occupational therapist 1
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Procedure
The focus group took place at the conclusion of the pilot in April 2010. A
schedule of areas to be explored was devised, with reference to relevant
literature and the rationale for the pilot project (see Appendix 2). It covered
five main topics: benefits and limitations of the new assessment process for
staff, anticipated or reported benefits and limitations for service users and the
actual or predicted impact of the pilot on retention of psychiatrists in the
team. It was anticipated that the focus group would be a maximum of one
hour long, as it was appreciated that team members had considerable
demands on their time. All participants were asked to sign a consent form
(see Appendix 3) at the beginning of the group. 19 facilitated the group
(actual duration 49 minutes) and digitally recorded it to transcribe the data
verbatim. All data was anonymised prior to analysis.
Analysis
Thematic analysis was chosen as its flexibility enables 'identifying, analysing
and reporting patterns within data' collected from a range of epistemological
positions (Braun & Clarke, 2006, p79). Inductive thematic analysis was used
as a means of identifying themes from the entire data set itself, as opposed
to themes that 'fit' with my expectations of the benefits and limitations of the
project, or those already highlighted by existing literature (for example Frith &
Gleeson, 2004). Whilst there is debate about the relevance of analytic
guidelines in qualitative research (for example Reicher, 2000), Braun and
Clarke (2006) propose six over-lapping stages of analysis (see Table 2).
9 This account is written from a first person perspective to promote reflection and discussion
of my own position as a researcher.
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Table 2 Phases of thematic analysis adapted from Braun & Clarke (2006).
Phase
1. Familiarise yourself with the data - transcribe and read
2. Generate initial codes - for all data collected
3. Search for themes - identifying themes from within codes
4. Review themes - generate a thematic map of analysis
5. Define and name themes
6. Produce the report - relate analysis to research question
This process was carried out identifying 36 initial codes represented by four
major themes (see Appendix 4). Each data item (for example an opinion
expressed during the focus group) was allocated to as many codes as
appropriate. Coding was conducted at a 'semantic' level and did not involve
detailed interpretation of, for example, the motivation behind participants'
responses. The analysis was comprehensive in that the overwhelming
majority of data was assigned to an initial code. In accordance with the
flexibility of thematic analysis, I considered a pattern to be a theme if I felt it
had relevance in answering the research question, as opposed to relying on,
for example the frequency of each initial code (Braun & Clarke, 2006).
Reflections
I was aware of my position as a researcher, and wondered how being a
trainee clinical psychologist impacted on my interactions with the participants
who were my colleagues. I felt this could have influenced my research in a
number of ways; I was aware of the diversity between me and my
102
participants, for example with regard to ethnic origin, I am a White British
female. Just over half of the participants were of a White British ethnic origin
with the remaining participants having a diverse mix of nationalities and
ethnicities. Additionally several different occupations were represented and I
was aware of my status as a trainee, in contrast to my participants who were
qualified mental health practitioners. This diversity could have been helpful
in facilitating a broad and challenging discussion, benefitting the research by
making a range of perspectives accessible. However, the occupational
diversity in the group may have made it difficult for the professionals in the
minority (e.g. the psychiatrist) to express their views.
Results
Four main themes were identified, some including several sub-themes:
• experience of MOT staff
• organisation of MOAs
• relationship between MOT assessors
• experience of service users.
The themes were organised in this way to provide an understanding of the
project to pilot MOAs from the perspective of staff who participated in the
focus group (see Appendix 5).
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Experience of MDT staff
One of the predominant themes throughout the data was the experience of
staff delivering the MOAs, with two associated sub-themes, positive and
negative effects. Whilst this may appear to simply reflect the focus group
schedule, participants made reference to this throughout their feedback and
not solely in response to questions regarding the benefits and challenges for
the team (see Appendix 2), therefore I considered this to constitute a distinct
theme.
Positive impact
Several members of the team identified the importance of reaching a
consensus on the best course of action for a service user as a key outcome
of any assessment. They felt that the MOA process had enabled them to
reach a consensus more conclusively and in less time than if they had
assessed the individual independently:
"I mean considering that the word on the street is 'holistic approach',
bio-psycho-social and all of that, this is the first time that I've actually
seen it and felt that was a holistic assessment, that's worked out for
the doctor, that's worked out for me, that's worked out for the patient
because we've got a good clear picture of everything that's involved
and what their needs are".
"I think it was extremely helpful to do it together, first to not double the
work and really to come up with a plan, possible diagnosis, what to do.
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That saved me a lot of say figuring out myself and maybe I would have
needed more time".
In addition to reaching a consensus in a shorter time, team members also felt
that the assessment process had offered the opportunity to learn from each
other:
"I've found it very helpful for my learning in a sense of working with the
more complex ones and medication".
This was felt to be particularly important for new members of the team or
those who were not anticipated to be working with the team for an extended
period, such as trainee doctors:
"There was a doctor here,.....he was new to the service and the
feedback from him was that it was excellent as he was not aware of
the resources available locally so a member of the team being present
made it much easier and saved time, signposting for example 10".
Negative impact
In contrast, the two main challenges were felt to be an increase in time it took
staff to complete an assessment and the time wasted if a patient did not
attend (DNA):
10 Data was transcribed verbatim, however for the purposes of the report I have abridged
some quotations (denoted by ).
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"I think ONAs were frustrating, kind of rearranging or kind of being
caught at the last minute to say so and so can't do it, can you do it?
And jumping in and then getting kind of no-one turning up,.......it was
quite frustrating".
The sub-theme of repetition during the assessment process arose several
times and I decided it was relevant to several themes including the
organisation of MOAs, experience of service users and the experience of
MDT staff, described here by one colleague:
"I think if it's come from primary care, that the repetition of all the
resources that we've looked at during that first assessment have
already been explored, so......1don't know if we've really got the time
to be going over things twice".
I felt this sub-theme of repetition was clearly related to the confusion
surrounding the organisation of the MOAs and this will now be considered.
Organisation of multi-disciplinarv assessments
I identified two sub-themes: the role of triage in assessing an individual seen
in a primary care setting, prior to a further assessment of their needs in a
secondary care setting and the issue of who would be expected to take
responsibility for care coordination. One participant raised the issue of triage:
"I think what is a bit confusing is that you are triaging in primary care
and there are patients coming who have already been seen and I think
it can be double your work".
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Whilst another clinician explained that the intention of the pilot project had
been to assess people who were new to the team and anticipated to have a
need for secondary care services. Additionally there was confusion over the
role of the second assessor and whether they would be assumed to take
responsibility for becoming a care coordinator for the individual if a need was
identified:
"When I was assessing there wasn't an expectation that I would
follow-up, I was there to support within the assessment. I didn't go in
there thinking I could be the care coordinator or I might be the person
doing that piece of work".
Whereas others anticipated that the assessment process could be used as a
tool to delegate the responsibility of being a care coordinator:
"Everything we assess we can't possibly take on and I might have
capacity to do quite a few assessments but not the capacity to care
coordinate" .
Relationship between MDT assessors
Linked to the confusion surrounding organisation of assessments, there
appeared to be differing experiences between staff of the division of
responsibility during the assessment itself, with some reporting positive and
empowering experiences:
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"My experience was exactly that, it was a joint assessment so
basically I was picking up on things that the doctor didn't necessarily
pick up on and you know vice versa, whatever I wasn't sure about I
would question the doctor on behalf the client. So it worked".
Where others felt that their ability to contribute relevant skills and knowledge
to the assessment had been overlooked:
"I wondered whether it needs to be a bit more interactive, because my
experience was the doctor just asking all these questions .......".
Experience of service users
Positive impact
This led onto the idea that, only where team members had a mutual respect
for each other and a good working relationship, would service users benefit:
"It's about the relationship that exists between the two clinicians and
whether they comfortably and harmoniously can work together ...... to
the benefit of the patient".
Several clinicians also felt that the MDA process had benefited the service
user, by focussing on recovery or by enabling one of the members of staff to
act as an advocate on their behalf:
"trying to I guess offer the client themselves time with the doctor but
not have family come in, you can almost step in as an advocate for the
person........so I think having somebody else there helped and when I
asked her afterwards she seemed to think so".
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"I think there's certainly a group of people that don't need to come into
the service so by giving them the resources and the information hasn't
necessarily meant that they have come any further than just being an
initial assessment. I guess it's being able to support them and
demonstrate that actually they can manage with these resources. I
think that the one I saw has been very accepting of that".
Negative impact
This view of the second team member as an advocate contrasted directly
with other colleagues' perception that being assessed by two team members
could actually increase a service user's anxiety:
"If somebody is paranoid and there are two people in the room that
could be a bit of a difficulty".
Again the idea of repetition and the extra distress this may cause service
users was raised:
"I mean you're always going to get a bit of repetition, of course you
are, but people don't need to be coming and telling their story all over
again".
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Discussion
The themes identified: experience of MDT staff, organisation of assessments,
relationship between MDT assessors and experience of service users have
implications for the continuation of the project. Staff felt that they and service
users had benefited from the pilot, however consistent with literature on
communication within MDTs (for example Donnison et aJ., 2009) this
appeared to be dependent on the relationship between the two assessors.
There was confusion around the organisation and administration of the pilot
project, with staff reporting that they needed a clearer rationale and
guidelines before commencing assessments.
Several issues regarding the effectiveness of data collection and analyses
were apparent. A key limitation being that the impact on service users was
assessed through feedback from MDT staff; therefore future research should
aim to address this, as accounts of service users and staff could differ
considerably. Due to practical time constraints, this data was not available;
however without this feedback the implications of the pilot are limited, as
outlined by one staff member:
".....just to get a sense of what patients actually think about them
[MDA] and is there anything we can take from them that's positive or
that we need to make changes to".
Additionally whilst thematic analysis allows a flexible approach to the data, it
is limited in its ability to comment on the language used by participants and is
somewhat restricted in the depth of interpretation (Braun & Clarke, 2006).
There is also a potential for 'anecdotalism' or an 'anything goes' stance,
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where isolated examples are considered sufficient to comprise a theme
(Bryman, 2004), and I have strived to avoid this by the careful use of
quotations from the data.
As described earlier, the purposive sampling necessitated by the research
question meant that my participants were already known to me. Additionally,
one of the participants was responsible for line managing several of the other
participants. This could have caused participants to feel discomfort when
discussing issues, in particular criticisms of the pilot and may have led them
to present an 'edited' version of their experience or opinions in an attempt to
minimise any such discomfort (Hoskins & Stolz, 2005).
Finally, whilst these findings may be relevant to the experience of other team
members, it would not be appropriate to presume that these results would be
able to be generalised to other contexts, for example MDA at other PCMHTs.
This is a methodological constraint when compared with quantitative
research, which is frequently designed to allow for generalisation of findings
to other populations.
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Appendix 1 - Multi-disciplinary assessment selection procedure
The selection of new referrals appropriate for inclusion in the pilot was made,
by the team manager, at a weekly allocations meeting following a discussion
of information provided in the referral letter. Any indicators of psychological or
social needs, in addition to a possible requirement for medication, conferred
inclusion in the pilot. Conversely, any indicators that a single contact with the
PCMHT may be required (such as a routine psychiatric consultation prior to a
referral for gender reassignment surgery) precluded involvement in the pilot.
Following identification, by the team manager, of the most appropriate MDT
member to participate in the joint assessment (mental health nurse
practitioner, occupational therapist or social worker) an invitation to attend
the assessment was sent by the medical secretary responsible. The
appointment letter informed service users that there would be two
professionals present at the assessment and offered the option to withdraw
from the pilot project. Each assessment was anticipated to be an hour long.
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Appendix 2 - Focus group schedule
Thank you for coming to this feedback session today. The aim of this
session is to allow you to give open and unbiased feedback on your
experience of participating in a joint multi-disciplinary assessment with a new
service user. The multi-disciplinary assessments we are interested in took
place from November 2009 and are continuing at present. We are interested
in your views and opinions of the process and want to assure you that any
information you share today will remain completely confidential, and that all
feedback will be anonymised before it is discussed with other members of the
team. Your participation today will help to guide and inform future decisions
about the assessment process used here at the Primary Care Mental Health
Team. Before we begin, does anyone have any questions?
1. Taking everything into account, what is your overall impression of the
assessment process here at the PCMHT?
2. What do you perceive have been the benefits for the team of the multi-
disciplinary assessment process, if any?
3. What have been the limitations or challenges for the team, if any?
4. Now considering the service users who attended a joint assessment;
what do you perceive as the benefits for them, if any?
5. Again considering the service users who attended a joint assessment;
what do you perceive as the disadvantages for them of participating in
a multi-disciplinary assessment, if any?
6. Would you like to see the joint assessment process implemented, for
all new assessments, in the longer term? If so, why? And if not, why?
7. What if any, has been the impact of the multi-disciplinary assessments
on psychiatrist retention in the team? Or psychiatrist inclusion in the
team?
8. Are there any comments or issues, relating to the trialling of a joint
assessment process, that we have not yet discussed and that you
would like to raise here?
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Appendix 3 - Consent form
University of Surrey - PsychO Clinical Psychology
Consent to course work assignments
I understand that , trainee clinical psychologist would like
my permission to use any information resulting from today's focus group to
compete a course work assignment (service-related research project).
I understand that the work will not contain any information that would reveal
my personal identity i.e. my name, place of work, or any other identifying
details.
I understand that I do not have to allow the information I give today to be
used in this way. I can change my mind and refuse consent at any stage.
Signed:
Name:
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Appendix 4 - Complete set of initial codes identified
Experience of MDT staff Experience of service users (SU)
Saved time / immediate
outcome
Increased complexity of cases
Clarity of outcome
Poor use of staff time
Poor use of staff skills
Benefit of other clinician's skill
DNAs waste clinicians' time
2nd clinician able to act as
advocate (helpful for doctor)
Benefits of holistic
assessment
Local knowledge helpful for
new staff members
SU can't 'divide' staff
Repetition is frustrating
Choice re: care coordination
2nd clinician offers alternative
perspective
Good use of staff skills
Saves unnecessary request for
care coordination
Difficult for paranoid SU
Client choice
Client independence
Difficult for anxious SU
Saves time for SU
Emotionally easier for SU
Repetition of information is
reinforcing for SU
2nd clinician able to act as
advocate
No need for SU to repeat
information
Benefits of holistic
assessment
Repetition of information is
frustrating
Relationship between assessors Organisation of MOAs
Inequality of clinicians
Equality of clinicians
Disagreement between clinicians
Agreement between clinicians is
reinforcing for SU
Previous experience of joint work
Joint work improves
relationship between team
Increases inclusion of
psychiatrists/junior doctors in
team
Confusion re: triage
Triage useful
Poor organisation of pilot
Lack of clarity re: roles
Interest in feedback from SU
Confusion re: responsibility for
care coordination
Note: Codes are presented in the order in which they appear in the data.
Initial codes associated with a higher prevalence (frequency of occurrence)
are shown in bold type.
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Appendix 6 - Arrangements for feedback of results
The outcomes of this Service Related Research Project will be disseminated
to the Primary Care Mental Health Team on Wednesday 7th July 2010 at the
team's regular 'lunchtime academic presentation'. All members of the team
will be invited to attend, regardless of partlcipation in the focus group. All
results will be anonymised to ensure that individual participants are not
identifiable from their responses. Recommendations for the team will
include:
• A team-wide consultation prior to commencing any future pilot projects
/ research
• Presentation of a clear rationale to the team, along with practical
guidelines, for participation in any project
• Identification of one member of the team to act as a 'project manager'
responsible for administration of the research
• A greater emphasis on obtaining feedback from service users on their
experiences of the project / service received
• At the completion of any project / research, consultation with other
MDTs in the wider locality to share findings and experiences of the
pilot project.
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Abstract
There is widespread, popular belief that contact with companion animals can
be beneficial for people across the lifespan. However, a review of the
evidence-base reveals that this is not as straightforward as might be
expected; with over four decades of human-animal interaction research
reporting mixed findings regarding benefits of pet ownership. Whilst it has
been hypothesised that pets may be of particular benefit for people who
experience social exclusion and therefore isolation; there is a notable lack of
research exploring the role of companion animal ownership in people with
experience of mental health difficulties. Furthermore, the concept of recovery
from mental health difficulties has been redefined; with an emphasis on
personal recovery as a means of living a fulfilling life alongside any mental
health challenges. Accordingly, a qualitative grounded theory methodology
was used to explore what role, if any, companion animals can play in their
owners' recovery from mental health difficulties. Semi-structured interviews
with ten service users, all of whom currently owned pets and were recruited
through mental health charity support groups, were used to generate a theory
of the influence companion animals can have on recovery. A triangular
interaction between three core concepts constructed from the data:
responsibility, reciprocity and relating, together with two overarching
categories: recovery and identity, offered an explanation as to how
companion animals can influence recovery. These findings are discussed in
the context of current literature, clinical implications for mental health service
providers, in particular the need to acknowledge the potential importance and
complexity of human-animal relationships, and lastly future research
directions.
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Introduction
Recovery has been redefined. The established (often pessimistic) perception
of outcome for service users with serious mental health problems has been
replaced by an emphasis on recovery for all (Roberts & Wolfson, 2004). This
movement has changed what it means to recover; from a previous emphasis
on clinical recovery as a return to 'normality' to a focus on personal recovery
as a way of living a purposeful and fulfilling life alongside any mental health
difficulties (Slade, 2009). The aim of this chapter is to explore how
companion animal or pet" ownershlp" can be conceptualised within a
recovery framework and to review the literature regarding the benefits of
companion animals for both physical and mental health, as there is an
established association between physical and mental wellbeing. At the end
of this chapter the rationale for a qualitative research study considerinq what
role, if any, companion animal ownership plays in recovery from mental
health difficulties will be outlined.
One of the most important definitions conceptualises recovery as an
individualised journey taken by a service user:
"A deeply personal, unique process of changing one's attitudes,
values, feelings, goals, skills and/or roles. It is a way of living a
satisfying, hopeful and contributing life even within the limitations
caused by illness. Recovery involves the development of new
meaning and purpose in one's life as one grows beyond the
catastrophic effects of mental illness". (Anthony, 1993, pp.18).
Additionally the emphasis on who is responsible for recovery has changed,
from reliance on professional expertise to recognition of the service user as
11 The terms companion animal and pet are used interchangeably throughout as both appear
in the literature and in service users' responses; whilst acknowledging that companion
animal implies a "companion" function in interactions (Mugford, 1980 in Francis et al., 2007).
12 There has been a recent shift to using "guardianship" to denote a more equal relationship
between a human owner and their companion animal (e.g. Wood et al., 2007), however I
believe ownership more clearly reflects the legal position (pets are considered to be
property) and is in more common use.
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an 'expert by experience'; encouraging people to take responsibility for their
own recovery (Roberts & Wolfson, 2004). Accordingly mental health services
are increasingly organised around developing and supporting positive
aspects of a service user's life, including their interests and priorities, in order
to facilitate further recovery (Davidson et aI., 2006). This is evidenced by a
recent faculty report into rehabilitation and recovery services written by the
Royal College of Psychiatrists which took into account stakeholder views
including those of staff, service users and carers (Wolfson et aI., 2009).
Interestingly, this document acknowledged that service users wanted contact
with animals or pets to be an integral part of inpatient rehabilitation services.
There is also evidence that service users consistently focused on the
importance of "pleasure, play and other positive life events" (Davidson et al.,
2006, pp.155) in their recovery. They described how these opportunities
offered respite from their difficulties, provided a focus and reason to continue
in their recovery; as well as a chance to reconnect with the wider community
and a sense of mastery despite the challenges they faced. This led me13 to
consider whether pet ownership could fulfil a similar role and therefore offer
benefits for service users. I also wondered as a non-medical, self-directed
intervention where it might fit within a personal recovery model.
The first recorded instance of animals being used therapeutically with people
experiencing mental health problems dates back to the end of the 18th
century where patients at the York Retreat, a residential facility founded by
Quakers, were encouraged to care for small domestic animals as part of their
rehabilitation (Tuke, 1813; in Slade, 2009). However despite long-standing
interest, the therapeutic impact of animals is yet to be fully explored in mental
health theory and practice (Walsh, 2009a). A psychologist, Boris Levinson,
was among the first to attempt to research the human-animal bond after
13 The first person is used throughout to enable greater reflection and discussion of the
impact of the researcher on both the research process and its findings.
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noticing how his pet dog could facilitate therapy with a child (Levinson, 1969;
in Serpell, 1995) and consequently, over the last 40 years, research in this
area has proliferated. Electronic search databases (PsychINFO, Web of
Knowledge) were used to find relevant journal articles, which were then
accessed electronically and downloaded. Advanced searches using
combinations of the following search terms 'mental health', 'companion
animal', 'pet' and 'mental illness' generated results which were then
individually considered for inclusion in the literature review. Around 55
articles were found to be relevant to the scope of this project and this
literature will now be considered in detail.
Companion animals and physical health
Research into the impact of pet ownership on physical health has tended to
consider short-term effects and the longer-term consequences separately.
There is a widespread perception, both among the general population and
health professionals that "animals are good for us" (Wells, 2009, pp.524)
however a closer examination of the research does not necessarily deliver
the unanimous empirical support one might expect.
Short term effects on physical health
The calming effects of stroking a companion animal are well established.
Nearly 25 years ago, research found that undergraduate students with
positive or neutral attitudes to dogs had lower blood pressure and heart rates
when patting a dog (Vormbrock & Grossberg, 1988). They found that
participants' blood pressure was lowest when touching the dog, slightly
higher when talking to the dog and highest when talking to another person
(the experimenter). This suggests the importance of touch in decreasing
physiological reactivity. This finding has been echoed recently in the popular
press (Loveys, 2010) with the headline "Why petting your dog is the best
form of stress relief' highlighting the continued interest in benefits of pet
ownership. The article published the results of a survey of 1000 dog owners
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conducted by a dog food manufacturer which found that over half felt more
relaxed after interacting with their dog, whilst nearly half were more optimistic
and less worried about everyday problems, such as job security.
Some of the most widely cited research regarding the impact of animals on
physical health is that of Allen & colleagues (1991) which found the presence
of a participant's pet dog decreased autonomic reactivity (lowered heart rate
and blood pressure) during a stressful task (mental arithmetic). Female,
working age participants acted as their own controls in this within-subjects
experiment which found that in contrast, the presence of a supportive human
companion (a close female friend) actually increased physiological reactivity
and also decreased participants' performance. The researchers attributed
their findings to the fact that whilst other people may be supportive, this does
not preclude them from also evaluating performance. However participants
in the 'dog present' condition received genuinely non-judgemental social
support from their dogs (not many dogs can count backwards!), which
effectively buffered them from the stressful demands of the task and
therefore decreased their physiological reactivity. A further explanation may
be that the presence of their pet dog engendered a positive emotional state
in participants and it was this mood state which enabled them to cope with
the stressful task (Cohen & Hoberman, 1983).
Long term effects on physical health
Whilst many review papers (e.g. Walsh, 2009a) cite the work of Friedmann et
al. (1980) as evidence that pet owners had significantly higher survival rates
one year after a heart attack, they frequently fail to mention that subsequent
research found this effect was limited to dog owners and is hypothesised to
occur because the dog confers a form of social support (Friedmann &
Thomas, 1995). Additionally, although the authors concluded that the
differences in survival rates may have arisen as a result of social conditions
related to the presence or absence of pets, this is often not reported when
the study is cited by others (Wright & Moore, 1982).
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The relationship between companion animal ownership and the frequency
with which owners visit their general practitioner (G.P.) has also been
explored with variable findings. For instance Siegal (1990) found that older
adults (aged 65 years plus) in the USA who owned pets had fewer visits to
their doctor over a one year follow-up period than those without companion
animals. This finding was based on a large number of participants (n=938)
and the effect remained robust even when demographic characteristics and
existing chronic health conditions (self-reported by participants) were
controlled for. She hypothesised that dog owners' attachment to their pets
and the dogs' function as companions, protected owners from stressful life
events and therefore decreased their use of primary care health services.
However, later research (Parslow et al., 2005) found no relationship between
pet ownership and utilisation of G.P. services over a one year period in a
large survey (n=2551) of Australian older adults (aged 60-64 years).
Worryingly, they concluded that pet ownership did not offer any physical or
psychological health benefits for this population as respondents with pets
reported decreased physical health (recorded using standardised outcome
measures), higher use of medication for pain and higher levels of depressive
symptoms. The authors query whether their findings might relate to
differences between pet ownership (i.e. responsibility for a pet's care, which
they recorded) and attachment to a pet, which may well be a relevant
consideration, as in Siegal's (1990) study dog owners in particular reported
feeling more attached to their pets, spending more time talking to them and
were also more likely to say that their dog made them feel secure.
Further evidence that dog owners appear to attain greater health benefits
than cat owners was provided by a controlled study considering the link
between pet acquisition and physical health (Serpell, 1991). He found that
whilst both dog and cat owners reported improvements to their general health
(e.g. decreased headaches, colds) at one month following the arrival of their
pet, only dog owners had maintained these health improvements at the end
of the study period (10 months). Additionally they reported significantly
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higher levels of physical exercise as a result of walking their new dog. This
contrasted with the control group who did not own pets and did not
demonstrate any significant changes in health or physical activity levels.
Interestingly, whilst two of these studies took into account participants'
baseline levels of physical health, none of the research has considered the
potential physical health benefits for people with mental health difficulties.
This is disappointing given that it is recognised that individuals with mental
health diagnoses experience significantly higher levels of physical illness and
higher rates of mortality than the general population, with research calling for
improved awareness from health professionals (Phelan et al., 2001).
Companion animals and psychological health
Having reviewed existing literature regarding the impact of companion
animals on physical health it seems to me that, with some possible
exceptions (e.g. increased physical activity reported by new dog owners,
Serpell, 1991); although it is important to acknowledge exercise also has
positive effects for emotional wellbeing), many of the physical health benefits
reported are mediated and/or moderated by psychological factors (e.g. social
support, attachment to pets). Therefore research exploring the role of
companion animals in promoting psychological wellbeing will be reviewed.
Facilitating social interaction
Severe and enduring mental health difficulties can have far reaching
consequences for individuals, often reducing social and occupational
functioning. Extended periods of difficulty and/or hospitalisation can cause
service users to lose contact with networks of family, friends and colleagues,
therefore becoming increasingly social isolated and lonely (American
Psychiatric Association, 2000). A substantial body of evidence supports the
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role of dog ownership in particular in promoting social interaction, for
example walking with a dog significantly increased opportunities for
conversations with unfamiliar people (e.g. McNicholas & Collis, 2000; Wells,
2004). Additionally qualitative research using community samples of both
Australian and British dog owners found that dog walking facilitated more in-
depth interactions and sometimes friendships with other dog owners due to a
tendency to exercise dogs at the same times/locations (Knight & Edwards,
2008; Wood et al., 2007). Therefore these additional social contacts can
ameliorate loneliness and increase a sense of community integration as
demonstrated by a quantitative survey; with twice as many people who did
not have pets reporting that they frequently felt lonely compared with pet
owners and pet owners also scoring higher on measures of social capital!"
(Wood et et., 2007).
Some attempts have been made to determine whether these benefits are
also applicable to populations with experience of mental health difficulties
who incidentally may represent some of the most socially isolated people in
society. In their mixed methods study of 177 service users with diagnoses of
schizophrenia, schizoaffective disorder, bipolar disorder and affective
psychoses Wisdom et al. (2009) found that 59 percent owned pets, with
nearly three quarters of owners reporting that their pets were very important
to them. Service users owned a variety of animals including dogs, cats,
small animals (e.g. guinea pigs), poultry and horses. This is important as it
demonstrates a wider impact of pet ownership that is not limited to dogs and
cats; however it introduces methodological difficulty, as the interaction
derived from contact with a guinea pig would be very different from that
possible with a horse for example. Using a modified grounded theory
methodology, they found that pets offered service users "an avenue for
reconnecting with others" (Wisdom et al., 2009, pp.433) which enabled them
to seek out social support during their recovery. Similar findings emerged
14 Social capital refers to the trust and reciprocity arising from social interactions within a
community (Putnam, 2000 in Wood et ai, 2007).
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from a quantitative survey of Canadian service users with serious mental
health difficulties living in the community; with those who were pet owners
demonstrating a higher level of community integration than service users
without pets (Zimolag & Krupa, 2009). However, as many of these studies
utilised correlational methodologies, it is important to acknowledge that a
positive correlation between pet ownership and social contact does not
necessarily determine causation.
Offering companionship, empathy and unconditional love
Wisdom and colleagues' (2009) research found that despite there being no
difference in existing levels of social support between service users with and
those without pets, companion animals were perceived to be a source of
empathy, being able to understand and respond to their owner's emotional
difficulties. Pets also functioned as family members for isolated service
users, providing companionship and decreasing loneliness. Furthermore,
qualitative research with individuals with diagnoses of mental health
difficulties living in a supported housing project in the community, found that
"connectedness" (Hunt & Stein, 2007, pp.172) was a major theme of
interviews, with service users describing how their pets were family, how they
felt loved by their pets and so less alone. This was the case for owners of
pets as diverse as fish, reptiles, birds, small animals, cats and dogs. Service
users in Hunt & Stein's (2007) research believed pets increased their
"emotional stability" (pp.172) as they were able to talk to and confide in their
pets, confident that they would continue to be there for them in a way people
might not.
As research with mental health service users is limited, literature relating to
the general population will be reviewed as earlier. Qualitative research
based on focus groups with older dog owners (average age of participants
was 60 years old) found that the psychological benefits of dogs represented
a major category in the analysis (Knight & Edwards, 2008). Participants
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described the relationship between them and their dogs as characterised by
a mutually reciprocated unconditional love, offering companionship and
comfort. Subsequent quantitative research using online surveys has
consistently identified the benefits of companionship for pet owners who lived
alone (Antonacopoulos & Pychyl, 2010). Many of Knight and Edward's
(2008) focus group participants also believed that having a dog increased
their quality of life and equated their dogs to family members, particularly
where they had experienced bereavement of a partner. This finding is also
common to research with people from ethnic minorities, where 97 percent of
participants surveyed agreed they considered their pet to be a member of the
family (Risley-Curtis et a/., 2006).
Alleviating menta/ distress
The literature regarding the role of companion animals in alleviating
symptoms of mental health difficulties, e.g. depression, yields mixed results
(Wells, 2011). Research carried out over 20 years ago into the relationship
between pet ownership, pet attachment and mental health in older adults (65
years pius), found that multiple regression analysis of telephone survey data
showed pet ownership and attachment significantly decreased depression
where owners had experienced bereavement and had limited access to
sources of social support (Garrity et a/., 1989). However they did not find any
general association between pet ownership and either levels of depression or
reports of physical illness. As discussed earlier, more recent research by
Parslow et al. (2005) in fact identified significantly higher levels of depressive
symptoms in older adults who owned and/or cared for pets. Whilst some
researchers have concluded that taking responsibility for a pet's care
strengthens the human-animal bond (e.g. Hunt & Stein, 2007), Parslow et al.
suggest that this responsibility can also be viewed negatively, thereby
increasing an owner's feelings of frustration, boredom and even guilt.
Further evidence comes from research with mental health service users
where, in certain circumstances, the responsibility of caring for a companion
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animal caused the owner to feel overwhelmed and, believing they had failed,
become depressed (Wisdom et al., 2009).
Individuals with physical disabilities also experience marginalisation,
frequently finding it difficult to participate in the community life able-bodied
people take for granted, such as opportunities to work and take holidays, due
to practical as well as social obstacles (Ramesh, 2010). The pervasive social
exclusion of those with physical disabilities has parallels with the experience
of people with mental health difficulties, and so I considered whether
literature on the psychological benefits of assistance dogs 15 may have
applications for mental health service users. Research found that recipients
of assistance dogs had improved self-esteem and coped better with stress
(Fairman & Huebner, 2001); were more relaxed and worried less about their
health (Lane et al., 1998) and reported feeling less depressed and/or anxious
(Guest et al., 2006; Valentine et al., 1993). These findings may seem
overwhelmingly positive and research in this area is not without
methodological weaknesses (Sachs-Ericsson et al., 2002). It is also
important to note that assistance dogs receive substantial training prior to
placement and that many assistance dog charities offer ongoing practical and
emotional support to recipients. Therefore the experience of assistance dog
beneficiaries may be inherently more positive than that of dog owners in
general.
The impact of animal-assisted interventions (for example visits by a dog and
volunteer team) on individuals with diverse needs living in residential settings
has also been researched with variable findings. For instance, using
observational reports from nursing staff, researchers found that a pet therapy
programme decreased irritable behaviours in older adults who were
psychiatric inpatients. However, the benefits of this programme did not differ
15 Assistance dogs (or service dogs) receive specialised training to assist people with
disabilities. They are typically provided by charities and have public access rights to enable
them to accompany their owners at all times.
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significantly from those of a group exercise programme implemented with the
same patients (Zissleman et al., 1996). While Walsh et al. (1995) found that
a visiting 'Pets as Therapy' dog decreased levels of agitation shown by
inpatients on a specialist dementia ward (as measured by a significant
decrease in both patients' heart rates and noise levels on the ward).
The role of attachment
There is a view within the literature that individuals who form strong
attachments to or relationships with animals are somehow incapable of
forming adequate relationships with other people. However, recent evidence
has found that the majority of people who have close relationships with
animals also enjoy good relationships with other people (Archer et al., n.d., in
Archer, 1997; Walsh, 2009b). For example, quantitative research using a
large sample of American college students (n=923) demonstrated that those
students with a high level of attachment to their dogs also had high levels of
attachment to (human) family members and friends (Kurdek, 2008). It has
been proposed that dogs are uniquely affectionate, often approaching their
owners simply to elicit attention and physical contact such as stroking
(Serpell, 1995). Crucially, where pets are adequately cared for, this affection
is non-conditional, consistent and could underpin the strong attachment
relationships that frequently occur between people and their pets (Archer,
1997).
The use of attachment theory as a framework to understand human-animal
interactions is not without controversy and is complicated by the fact that
existing research is frequently methodologically flawed (Peacock et a/.,
2012). In psychological contexts attachment refers to the development and
maintenance of affectional bonds between people (particularly an infant and
primary caregiver) in order to promote safety and security (Bowlby, 1982).
Whilst some have argued that any relationship meeting these criteria can be
considered in attachment terms (e.g. Margolies, 1999), others have proposed
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that a framework based on supportive functions would be a more helpful way
to conceptualise human-animal relationships (Collis & McNicholis, 1998).
Archer (1997) concludes that, as in the case of adult attachment relationships
(Ainsworth, 1989), both parties (i.e. person and animal) can fulfil the care
giving role in certain situations in addition to being the recipient of care at
other times. Evidence for the strong attachments people form with pets can
be found in the extensive literature on pet loss. When a bereavement
questionnaire was administered to participants, many owners reported a
similar grief reaction following the death of a companion animal to that
experienced in the aftermath of the death of a family member or close friend
(Archer & Winchester, 1994). Bereaved pet owners described becoming pre-
occupied with thoughts about the animal, initially experiencing a state of
shock or denial, followed by feelings of sadness and eventually a gradual
acceptance of, and adjustment to, their loss (Sharkin & Knox, 2003).
Interestingly, stronger attachment bonds between owner and pet have been
found to predict higher levels of grief following the loss of the pet in several
studies (Archer & Winchester, 1994; Gosse & Barnes, 1994; Podrazik et al.,
2000).
However, research has found that where people have limited access to social
support from others, a high level of attachment to companion animals is
indicative of higher instances of depression, anxiety and psychosomatic
symptoms (Antonacopoulos & Pychyl, 2010; Peacock et al., 2012). A
possible explanation for this finding comes from qualitative research with
older women (aged 65 years plus) which conceptualised attachment to pets
as following an inverted normal distribution, with owners failing to attain any
health benefits at very low levels of attachment, and excessive attachment to
pets predicting poorer health outcomes. Therefore pet owners reporting
moderate attachment to their companion animals had the best health (Chur-
Hansen et aI., 2009)
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Rationale
As is evident from a review of the literature, despite widespread perception
that "pets are good for us" (Wells, 2009 pp.524), there is a lack of empirically
sound research concerning who may be able to benefit from pet ownership
and what these benefits may entail. Positive, neutral and negative findings
have all been reported by researchers, often within the same population
(Chur-Hansen et al., 2010). Additionally, where a positive impact on physical
or psychological functioning has been identified, the associated causal
explanation is frequently hypothetical and often remains untested.
Much of the research to date utilises a correlational methodology in making
comparisons between pet owners and people without pets, which does not
allow for detailed exploration of how variables may be interacting and giving
rise to any reported effect (Walsh, 2009a). Comparison of pet owners with
non-owners also limits the extent to which potential differences in personality
traits and health-promoting behaviour (e.g. exercise) which might lead some
people to acquire pets whilst deterring others (e.g. Wright & Moore, 1982)
can be explored or whether the process of taking responsibility for a
companion animal actually changes people in some way (Wisdom et al.,
2009). Additionally, research has frequently been carried out with self-
selected participants (e.g. Knight & Edwards, 2008; Peacock et al., 2012),
who may be more inclined to report higher levels of attachment to their
companion animals, as well as a more positive picture of their relationship
with a pet. Accordingly there have been several calls for large scale,
randomised controlled trials as would be standard practice in other fields of
health care (e.g. Chur-Hansen et al., 2010; Rijken & vanBeek, 2011) in an
attempt to increase the potential to generalise findings.
Twenty five years ago the lack of a theoretical framework was identified as a
difficulty for the field of human-animal interaction research (Netting et al.,
1987). Perhaps not surprisingly researchers have yet to reach a consensus
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on the mechanisms underlying human-animal bonds. This is in part due to
the apparent reluctance of mainstream health services to engage seriously
with the impact of companion animal ownership (Serpell, 2008). Where
efforts have been made to adapt attachment theory (Bowlby, 1982) in an
attempt to increase understanding of human-animal relationships, the lack of
agreement on how to measure attachment has hampered progress (Peacock
et al., 2012) with researchers arguing that a single, quantitative measure is
unlikely to assess adequately the complexity of these relationships (Cohen,
2002). In a recent paper dedicated to exploring 'gaps' in the literature, the
author emphasised the need for further qualitative research to identify new
themes and to generate theories about the subjective meaning and impact of
animals, with a view to using these theories as a foundation for more
"ambitious" quantitative work (Chur-Hansen et al., 2010, pp.142)
Furthermore, considering the reputed psychological benefits of companion
animals, there is a curious lack of research with participants who have lived
experience of mental health difficulties; an extensive literature search
identified only a handful of papers. Therefore, in the context of the personal
recovery movement, taking the need for a focus on mental health service
users who are existing pet owners into account, the research question: "what
role, if any, can companion animals play in recovery from serious mental
health difficulties?" was developed. In terms of situating the research and
theory generated in context, I considered it important to limit participation to
dog and cat owners. I took this decision for several reasons: in the UK dogs
and cats are the most frequently owned companion animals and are
significantly more likely to be kept in the house than other pets (e.g. rabbits,
guinea pigs); additionally as predatory species dogs and cats are more likely
to demonstrate a wider range of behaviours in their interactions with owners
than prey species (such as rabbits or mice).
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Given the lack of consensus regarding potential benefits for the general
population and the absence of an overarching theoretical framework, a
qualitative grounded theory methodology was appropriate to address the
research question with the aim of generating theory.
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Method
Choice of methodology
A qualitative methodology was utilised as it offered a good fit with the
epistemological and ontological position of both the researcher and the
research question:
"What role, if any, can companion animals play in recovery from serious
mental health difficulties?"
Qualitative methodologies were particularly suited to this research as they
allow for exploration of a person's understanding of their situation and social
relationships as well as the meanings they attribute to these (Tweed &
Charmaz, 2012). A realist ontological position contends that different
individuals may have a different experience of one situation or event,
therefore the same situation may appear different depending on how it was
studied or by whom (Willig, 2008). A social constructionist perspective was
adopted as it assumes that the researcher themselves influences the
research process through the assumptions they hold and the actions they
take "we stand within the research process rather than above it, before or
outside it" (Charmaz, 2006, pp.180).
Grounded theory was developed as an alternative to existing quantitative,
deductive research methods which dominated social science research at the
time (Glaser & Strauss 1967; in Straus & Corbin, 1998). It enabled the
generation of new theories that were grounded in qualitative data, and
'emerged' during data analysis as opposed to testing hypotheses based on
existing ideas. Grounded theory has a pragmatist tradition with a particular
focus on action and process, or symbolic interaction ism (Willig, 2008). This
enabled me to address the research question by focusing on how people
who have experienced mental health difficulties "create, enact and change
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meanings and actions" (Charmaz, 2006, pp.7) both in their recovery and in
the social processes of their human-animal relationships.
Data source
Interviews
Data were collected using semi-structured interviews with participants who
had experience of significant mental health difficulties and were current pet
owners. Interviews were chosen as they allow participants to recount their
experiences in detail and to share their understanding of these experiences
with the interviewer (Charmaz, 2006). Semi-structured interviews are an
accepted method of data collection in research using grounded theory (Willig,
2008) and also enabled the use of clinical interviewing techniques for
example to direct, clarify and expand upon participant's responses.
Ethical approval and considerations
Ethics
Prior to commencing the research careful consideration was given to
possible ethical issues that could arise. For example, I was aware that
participants may disclose problems in providing appropriate care for their
animals, potentially due to the impact of mental health difficulties, and so I
was prepared to discuss possible challenges and sources of support with
participants. Ethical approval for the study was granted by the University of
Surrey Faculty of Arts and Human Sciences Ethics Committee (see Appendix
1).
Informed consent
At the time of recruitment, participants were given an information sheet
(either by a member of staff from the mental health charity or via email)
detailing the rationale for the study along with an explanation of what taking
part involved (see Appendix 2). Participants were given a minimum of 24
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hours between receiving the information sheet and being invited for interview
to allow them to fully consider their decision to take part. Prior to the
interview they were again presented with the information sheet and given an
opportunity to ask any questions before signing a consent form (see
Appendix 3).
Participant wellbeing
Participant wellbeing was paramount throughout, with participants advised
that they would be able to withdraw at any point during the interview itself or
the data collection period, without the need to give a reason, and that this
would not have any impact on services they received. Furthermore,
participants were advised that if they wished, a member of charity staff could
sit in during their interview or be available afterwards to discuss any issues
that had arisen. No participants took up this opportunity for extra support.
Confidentiality
The information sheet and consent form advised participants of the
confidentiality of their responses. They were also informed of the limits of
confidentiality, for instance if the interviewer became concerned that the
participant, another person or animal might be at risk of harm (this would be
discussed openly). All transcripts were anonymised and all names of
participants and their pets were changed. Hard copies of data were stored in
a locked cabinet whilst electronic data were stored in password protected
files.
Participants
Inclusion/exclusion criteria
Inclusion criteria were as follows:
Participants should have experience of severe and/or enduring
mental health difficulties that impacted adversely, resulting in
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"clinically significant distress or impairment in social, occupational,
or other important areas of functioning" and may have received a
formal diagnosis (American Psychiatric Association [DSM-IV],
2000).
Participants should feel they are at (or have some experience of) a
'recovery' stage in their mental health difficulties.
Participants should be pet owners or should have owned a
companion animal (specifically a dog or cat) in the last two years.
Participants should have English language skills at a level
equivalent to a native speaker.
Exclusion criteria were as follows:
Potential participants should not feel unduly distressed as a result
of their mental health difficulties at the time of taking part.
Potential participants should not have a diagnosis of learning
difficulties or other significant cognitive impairment.
Recruitment
Participants were recruited through contact with several national and local
charities offering services for people experiencing difficulties with mental
health. Participants attending community-based support groups were invited
to take part in this research, through direct contact with group facilitators.
Written information detailing the aims of the research and participation was
made available to support group members and facilitators.
Charity support workers identified potential participants, explained the nature
of the project and provided contact details for the researcher. As information
on the project was also printed in several of the charities' newsletters,
interested service users also contacted me directly. Information sheets and
consent forms were distributed by staff or via email. I then discussed the
project with interested individuals and arranged a mutually convenient time to
conduct the interview if appropriate, thereby eliminating any possible risk of
coercion to take part by support workers.
154
Sampling strategy
Grounded theory utilises a constant comparative method, whereby the
process of data collection and data analysis occur in parallel (Strauss &
Corbin, 1998). Employing a theoretical sampling strategy enabled the
findings of earlier interviews to be used as a guide to shape the direction of
later interviews. In my initial two interviews, both with male participants of
working age (who were currently not able to maintain full-time paid
employment due to their mental health difficulties) themes around the impact
of mental health on employment were very prevalent. Both participants
commented on the challenges of being a pet owner and maintaining full time
employment, which made me curious about how pet owners who were not
employed would respond. Therefore theoretical sampling was carried out
alongside convenience sampling and the next three interviews were
conducted with retired participants who had come forward from another
charity. A flow chart of participant demographics is shown in Figure 1.
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Recruitment by charity:
Mind
James with Isky
(Participant 1- P1)
Younger" man
Diagnosis of
paranoid
schizophrenia
Living alone
Pit voluntary jobs
One dog
First time owner?
Participants: ·Age grouping used to preserve confidentiality of participants
Younger· 18-40 years; Middle-aged: 41-64 years; Older. 65 years and older
"·Categories of pet ownership experience
First time: no previous experience; Previous: had pets before; Life-long: pets from childhood
Depression Alliance
Jan with Millicent
(Participant 3 - P3)
alderwoman
Diagnosis of
anxiety
Living alone
Retired
One cat
Life-long owner
/
Depression Alliance
Mind
Diana with
Tinkerbell
(Participant 6 - P6)
alderwoman
Diagnosis of
depression
Living alone
Retired
One cat
Life-Ionq owner
/
First Steps
Mind
Alison & Remy
(Participant 8 - P8)
Middle-aged woman
Diagnosis of
depression
Living with husband
Retired
One dog (puppy)
Previous owner
Julia & Percy
(participant 9 - P9)
alderwoman
Diagnosis of
depression
Living with adult child
Employed (fIt)
One dog (older dog)
Life-long owner
Gina & Angel
(Participant 10 - P10)
Middle-aged woman
Diagnosis of bipolar
disorder
Living with husband &
family
Employed (pIt)
One dog & one cat
Previous owner (cats)
Figure 1 _ Flow chart detailing process of theoretical sampling and participant demographics (n.b. all names of participants and pets have been changed).
Impact of work
Andrew with
Jessie & Emma
(dogs) & four cats
(Participant 2 - P2)
Middle-aged man
Diagnosis of
depression/anxiety
Living with wife
Not employed
Two dogs
Four cats
Life-long owner
Nicole with
Thomas
(Participant 4 - P4)
alderwoman
Diagnosis of
depression
Living alone
Retired
One dog
Previous owner
Living situation (alone/family)
Arthur with Cloud &
Flossy
(Participant 7 - P7)
alderman
Diagnosis of
schizophrenia
Living alone
Retired
Two cats
Previous owner
Age of pet
Issues
Gerard with Betty
& Poppy
(Participant 5 - P5)
Older man
Diagnosis of
depression
Living with wife
Retired
Two cats
Previous owner
L- T_'M_E ~
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Procedure
Interview process
An initial interview schedule was developed and piloted as described
above. One of the men bought his dog to the interview with him,
which gave me an opportunity to observe the interaction between
them. In all I was able to meet four of the participant's pets and
these informal observations offered me valuable insights into the
context of their relationships with pets. The initial schedule enabled
a detailed discussion of both anticipated and more unexpected
issues in the men's recovery and therefore it was decided to use the
schedule without modification in the next three interviews. The
schedule was then amended following interview five, and again
following interview eight (see Appendix 4), to take account of
concepts emerging from the data (Charmaz, 2006).
Participants were given the option to be interviewed at the charities'
premises (e.g. in a private therapy room or office) or at home; in all
three interviews were conducted at participant's homes. Clinical
interviewing skills were used to ensure that the interview was more
structured than a normal conversation as well as to reflect on and
clarify participants' responses.
Transcription
Each interview was digitally recorded and transcribed verbatim by the
researcher. All personally identifying details were removed at this
stage to maintain participants' confidentiality. Having a written record
of each interview enabled reading and re-reading during data
analysis.
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Data analysis
A constant comparative process of data analysis was employed,
where each interview was analysed both individually and in relation
to all other existing interviews. This process allowed data to be
grouped into related conceptual categories and these categories to
be divided into sub-categories that acknowledge the difference within
them (Willig, 2008). As coding progressed from initial line by line
coding to higher levels of abstraction, the analysis itself developed
from being more descriptive in nature, gradually becoming
increasingly interpretative (Strauss & Corbin, 1990).
Initial coding
Line by line coding was used to preserve the detail and richness of
the interviews, as I (in discussion with my supervisor) believed that to
proceed with a more abstract level of analysis at this stage might
have inadvertently diverted the analysis in a particular direction,
thereby decreasing the fit and relevance of the research (Pidgeon &
Henwood, 1997). Initial codes used participant's language (in vivo
codes) to ensure their meanings and actions were represented in the
analysis (Charmaz, 2006) (see Appendix 5).
Focused coding
Focused coding was used to increase the level of abstraction in the
analysis, therefore the most relevant or frequently occurring initial
codes were transformed to represent larger sections of data
(Charmaz, 2006). Gerunds were used as codes to highlight actions
and processes within the data, and Appendix 5 demonstrates how
initial codes were taken forward as focused codes. Although typically
codes moved towards a more abstract or conceptual level, this was
not a linear process and constant comparison within and between
interviews led to the redefinition of codes as required.
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Axial coding and category development
Axial coding developed by Strauss & Corbin (1998) is a means of
making conceptual links between categories. I used their frame in
considering 1) conditions, the context in which the category operates;
2) actions/interactions, how participants respond within a situation
and 3) consequences, the results of the actions or interactions taken
by a participant. This framework was useful in considering both how
focused codes clustered together and also how different clusters of
codes interacted with each other (see Appendix 6). Constant
comparison within and between interviews continued and conceptual
diagrams were used to develop the theoretical model which is
presented in the results.
Memos
I wrote memos throughout the analysis to take account of how my
pre-existing knowledge, beliefs and assumptions may have
influenced the process and the development of theory (see Appendix
7). Memo writing also facilitates the constant comparative process
and can be helpful in defining the context and properties of codes
and categories (Tweed & Charmaz, 2012). A process of clustering
memos was also used to facilitate development of the theoretical
model (Charmaz, 2006).
Credibilitv
To demonstrate the usefulness of this research it was important to
consider the validity, reliability and generalisability (Tweed &
Charmaz, 2012), however these constructs require adaptation in
order to be relevant when applied to grounded theory methodology
(Strauss & Corbin, 1990). Therefore the principles proposed by
Yardley (2000) were used to assess the credibility of the research
and are discussed in turn:
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- Sensitivity to context
A literature review was conducted following data analysis with the
aim of interpreting the findings in the context of existing research to
develop a theoretical answer to the research question. The model
also needed to be robust enough to accommodate negative cases
(i.e. instances in the data that did not fit neatly into the theory).
Therefore, negative cases were treated with consideration (Yardley,
2000), which gave rise to the idea that several categories in the
model were best conceptualised as continuums (for examples see
results).
Yardley (2000) also highlights the importance of situating the
research and model within its social context as well as considering
the impact of a researcher's personal characteristics (i.e.
professional vs. service user involvement in mental health services)
on the interview process. These issues were addressed through the
use of theoretical sampling (see Figure 1) as well as an emphasis on
researcher reflexivity during memo writing.
Commitment and rigour
Commitment requires "prolonged engagement with the topic"
(Yardley, 2000, pp.221) which I have demonstrated through my work
with physically disabled service users and their assistance dogs prior
to clinical training. Developing technical skill in qualitative research
methods also demonstrates commitment (Yardley, 2000).
Throughout the research process I have worked to develop my skills
in the application of grounded theory by actively participating in a
grounded theory special interest group (SIG) formed with peer
researchers.
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Rigour entails the thoroughness of data collection and analysis
(Yardey, 2000). Yardley (2000) emphasises that it is not sample size
which determines whether a piece of research demonstrates rigour.
Instead what is crucial is the potential of the sample to "supply all the
information needed for a comprehensive analysis" (i.e. theoretical
saturation has been reached) (Yardley, 2000, pp.221). However, it is
difficult to demonstrate that theoretical saturation has been achieved,
as new insights are always possible and therefore theoretical
saturation in both data collection and analysis should be treated as "a
goal rather than reality" (Willig, 2007, pp.37).
Transparency and coherence (including independent audit)
Transparency is concerned with the level of description of how data
collection and analysis were carried out (Yardley, 2000), with a
higher level of transparency achieved by allowing readers direct
access to examples of transcripts and coding at all levels of
abstraction (see Appendices 5-8). The grounded theory SIG was
also used to increase transparency; as peer researchers we
independently coded extracts of each other's data at a line by line
and focused level before discussing similarities and discrepancies in
the different analyses (see Appendix 8). Reflexivity and openness
about the researcher's motivations and hopes for the project also
increased transparency by allowing readers to consider how
theoretical understandings may have been constructed (Yardley,
2000).
Coherence requires that the choice of qualitative methodology is
justified by the epistemological position of the researcher and the
nature of research question (Yardley, 2000). I outlined the rationale
for using grounded theory earlier and as the project progressed have
found this methodology helpful in answering the research question.
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Impact and importance
The research can impact at several levels: theoretical, practical and
socia-cultural (Yardley, 2000). In this instance I have located the
research within the existing literature (see discussion) and intend to
maximise its theoretical impact through publication in a peer-
reviewed journal. The socio-cultural impact has been considered in
terms of theoretical sampling, for example the geographical location
and personal characteristics of participants that may have influenced
their responses to the research. Whilst the practical impact of the
project has been considered by discussing the theoretical model with
a focus group of mental health professionals.
The importance of a piece of research should be paramount
throughout its design and implementation, for instance what change
is likely to result (Yardley, 2000); therefore the introduction outlined
the need for this research and the utility of grounded theory as a
methodology for exploring gaps in the current literature.
Focus groups
In order to further enhance the credibility of the research, the input of
two different focus groups; one for service users and one for mental
health professionals, was used to consolidate developing theoretical
categories, validate the results of individual interviews and consider
potential implications of the research (Elliot et al., 1999). Grounded
theory is a methodology that benefits from the integration of
qualitative data from a range of sources (Willig, 2008), a process of
triangulation that supports the development of comprehensive
categories.
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The focus group for mental health service users took place towards
the end of data collection, when an initial model had been
constructed from interview data. Ten focus group participants were
recruited from a support group for people with lived experience of
mental health difficulties run by a local charity. Whilst none were
current pet owners, several had owned dogs and cats in the past.
Additionally the previous group facilitator had encouraged members
to bring their dogs to the group as she believed they could have a
therapeutic effect during sessions, for example by providing a neutral
focus at times of high emotion. After outlining the purpose of the
focus group, and gaining verbal consent to take notes on themes
(with the understanding that individual responses would be
anonymised) from both the current group facilitator and members, I
encouraged an open discussion of the benefits and challenges of
companion animals in the context of mental health difficulties using
the interview schedule to guide the discussion. See Appendix 11 for
themes constructed from the focus group.
The focus group for mental health professionals took place following
the end of data collection and during the process of writing up. Three
mental health professionals currently employed by a national mental
health charity (participants had also been recruited from this charity)
took part and verbally consented to me taking notes on the themes of
our discussion. I outlined the research method and the resulting
grounded theory of the role companion animals had in their owners'
recovery and invited the group to consider the implications of this for
both their individual service users and their delivery of services.
Reflexivity
Taking a reflexive position enabled me as a researcher to consider
how my interest in the role of companion animals in recovery and the
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values I hold may influence the research. This is consistent with a
constructivist approach which acknowledges that the researcher's
interpretation of data and findings is constructed as opposed to being
'discovered' (Charmaz, 2006).
To help make my values explicit and challenge any preconceptions,
a peer-researcher interviewed me using the interview schedule
designed for participants as a template to open up discussion.
Throughout, it was clear I believed that, in principle, owning a
companion animal could have a positive impact on recovery.
However, I was ready to acknowledge that there were many
challenges associated with pet ownership. I have two dogs and a cat
and so I was often able to identify personally with the pleasures and
difficulties of pet ownership described by participants. Additionally,
most of the participants asked whether I had pets during the
recruitment and interview process, so they were aware that I could
empathise with some of the difficult situations they had faced. I was
aware that for many of my participants, pets had been a major part of
their whole lives, and for the first time I realised that, despite all the
other changes in my life pets had remained an almost constant
presence in my life since I was given a rabbit for my fourth birthday.
However, I was very aware throughout the research process that my
experience of pet ownership could act as a 'lens' through which I
viewed other's experiences, and so I used memos to explore some of
these issues. For example, how my assumptions may have
influenced my interpretation of the data and the possibility that I may
have had a tendency to minimise any reported difficulties in the
owner-pet relationship or to attribute these to failures in the owner's
ability to manage the pet, rather than to challenges caused by the
animal's behaviour.
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Prior to clinical training I worked as an assistance dog instructor for a
national charity, training and placing assistance dogs with people
with physical disabilities and also families with children with physical
disabilities or autistic spectrum disorder. Working in a professional
capacity enabled me to see the positive impact a dog could have on
not only the person with a disability but also their family. The dogs
provided practical assistance (such as retrieving dropped keys) to
increase a person's independence; although in working with over 50
partnerships I observed many indirect benefits such as increased
confidence, opportunities for social interaction and companionship in
people who were often isolated. I believed there could be parallels in
the potential marginalisation of people with physical disabilities and
those with mental health difficulties and so my personal and
professional experience led to the development of the research
question.
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Results
The aim of this research was to explore how owning and looking after
a companion dog or cat may impact on a person's recovery from
serious mental health difficulties. Data analysis was described in the
preceding chapter and therefore will not be repeated here.
Theoretical sampling generated rich data with a substantial number
of initial codes constructed from the data using line by line coding.
Further refinement through focused coding and memo writing
resulted in 25 major codes. These major codes were able to account
for all the companion animal related data in the interviews, whilst the
findings of data regarding recovery (not in the context of companion
animal ownership) were not analysed in detail as part of this project.
Further refinement of these 25 major codes using axial coding,
clustering and associated memos enabled their transformation into
five theoretical categories comprising nine smaller sub-categories
(see Table 1).
The triangular relationship between the three theoretical categories
responsibility, reciprocity and relationship was constructed from the
data as changes in anyone category can impact on both the other
categories. The model explains how these core interactions with
companion animals are important in positively influencing the
recovery of current pet owners from mental health difficulties.
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Table 1 - Taxonomy of theoretical model
Theoretical categories Subcategories Example of major codes
Responsibility Balance of responsibility -Enjoying caring for
"someone"
Practical care -Budgeting to meet
financial demands e.g.
veterinary treatment
Committing to being well -Staying well to avoid
being separated from the
dog
Reciprocity Shifting focus towards -Animals distracting you
recovery from what's going on in
your head (e.g.
rumination)
Putting the animal first -Forcing myself to get out
with the dog, even if I
don't want to
Investing in the future -Feeling that you get out
what you put into the
animal
Relating Company -Seeing the animal as a
family member or friend,
acknowledging that
"families come in all
shapes and sizes'
Comfort -Perceiving animal as
"unconditionally
accepting"
Communication -Believing the animal is
able to understand and
respond to person's
emotions
Identity -Struggling to remember
a life without animals
Recovery -Animal acting as a
catalyst for recovery
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The theoretical model (see Figure 2) was developed after careful
consideration, sorting and resorting of the relationships within and
between each of the categories. This process was carried out by
hand, with each of the categories and subcategories written on a
piece of card and manipulated in space using a pin board (see
Appendix 9 for an early theoretical model). In the interests of clear
presentation the relationships between categories are not shown in
detail in the diagrammatic representation, instead they are discussed
in the narrative explanation of the categories that follows.
Anonymised quotations from participant interviews (identified by
participant and line numbers) have been included to bring the
categories to life and most importantly to ground the theory in the
data (Charmaz, 2006). Examples of responses from the service user
focus group which added credibility to the research project by
validating the structure of categories/subcategories are included in
Appendix 11.
Responsibility
Responsibility comprises three subcategories: practical care, balance
of responsibility and committing to staying well; with these being
interlinked i.e. a change in one subcategory may impact on both of
the other subcategories.
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Practical care
Participants described how the animal's physical needs (e.g. food,
exercise) gave them an opportunity to take responsibility for another
living being. Being responsible for maintaining a good standard of
practical care was not without challenges; however, the animal's
need for a consistent routine was often felt to have a positive impact,
enabling owners to maintain their own routine and therefore
recovery.
"Well yeah I suppose it is a reason to get up, I have to get up
because otherwise there's puddles and what have you and it
gets me up and out everyday." (P1 - 12)
"Well, you don't always feel like getting up you know so, then
you know you have to get up to feed her...and things like that
so you get up anyway. I think having a cat is a very good
thing for depression myself, a dog would be better but I'm too,
I walk rather slowly now and I'm a bit too old to take a dog
walk." (P6 - 317)
Without exception participants raised some of the issues in taking
responsibility for an animal. These included financial demands such
as the high cost of veterinary treatment, which was perceived to be a
particular challenge for those receiving benefits or unable to work
full-time as a result of mental health difficulties.
"When I was working it wasn't a problem, but obviously when
you're on a low budget income, it does become a financial
hazard, because they're just unexpected you know. That's
where the issues become, do you keep them or do you ...and
you don't want to let them go so you're sitting there, having to
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cut back and scrape the bottom of the barrel to make sure
they're looked after sort of thing." (P2 - 95)
"You know apart from actually buying a dog which was £350,
then the injections and the worming and the food and
everything like that and when you're not working or you're on
benefits you don't get any extra help for looking after a dog,
um so that's quite tough on the financial restraints as well."
(P8 - 523)
Participants with dogs were particularly aware of the difficulties in
leaving them alone for extended periods and in several instances
described how they made compromises in their own plans to make
allowances for the dog's needs, which demonstrates how taking
responsibility influences the category reciprocity.
"Obviously I'm going in and out, sometimes shopping or doing
things but she never gets long periods on her own and that
was a commitment again, we had to make that big decision,
whether we were prepared to sort of be around for her." (P10
-183)
"Well I was told when I got her not to leave her for more than
four or five hours and so obviously that makes it tricky ...so in
that sense it is a bit of burden because obviously I can't do
things I'd perhaps like to do sometimes." (P1 - 26)
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Balance of responsibility
These dilemmas about how to accommodate an animal's needs in
the context of the owner's current situation led to the development of
the category: balance of responsibility. The majority of participants
were clear that taking responsibility for their pet was a positive
experience.
"Well just getting out there for a walk, basically looking after
them, feeding them, making sure they're alright, giving them a
bath every so often, grooming them, just checking they're
alright. It's the responsibility you give to them and what they
give back to you." (P2 - 342)
However there were negative cases in the data, where at times
participants felt their investment in the animal outweighed potential
benefits of ownership.
"He has huge energy and high expectations I think and you
come in tired, you come in from two hours of dog walking and
feed the dog and then [think] "for goodness sake go to sleep
or something!" and [he's] like "no I've still got energy, I still
want to do stuff" ...Um I sometimes feel like a carer of a dog,
you know, there's a lot of giving there, a lot of time is spent
sort of satisfying what the dog needs." (P4 - 72)
Therefore findings in this category were conceptualised as a
continuum, along with factors influencing participants' perception of
their place along it (see Figure 4). For example, where participants
felt supported by their partner, family or friends in caring for the
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animal, they were more likely to perceive the benefits as overriding
the challenges or to feel able to cope with a more 'demanding' pet.
"You've got to remember that I'm in a partnership with my wife
and so really even when I was ill before, that might have
affected things with our previous cat and my wife was always
there to make sure the animal was cared for." (P5 - 23)
"If I was on my own I probably wouldn't have a dog, I probably
would have gone for a pet but perhaps maybe a cat, even
though I'm not a cat person, something that's not quite so
demanding." (P8 - 512)
However, where participants were struggling to manage other caring
responsibilities, for example looking after elderly relatives, or were
experiencing current difficulties with their mental health they were
more inclined to focus on the challenges of responsibility.
"I stayed with her [elderly mother] in hospital for the last six
days, I didn't go home. Yes she was prioritised over Percy, I
um asked a friend, a friend that actually is with the support
group. I rang him up and said can you come and collect my
keys from me, go get Percy and he's yours, do what you like
with him, I cannot cope." (P9 - 291)
"I did worry a lot in hospital thinking I hope she [the cat] is
being fed properly and he's [neighbour] not saying oh yes
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everything's alright and she's run off, I got myself quite
anxious." (P3 - 79)
A memo reflecting on Jan's comment above highlighted the potential
conflict for an owner requiring hospitalisation i.e. worrying about her
cat could be a motivation to make progress and return home
however an increased level of anxiety might in itself affect a service
user's rate of recovery. This memo was helpful in focusing my
analysis on the tension between the balance of responsibility for the
animal and the need for an owner to take care of themselves in order
to successfully manage their pet. This led to the generation of the
final sub-category of responsibility: committing to being well.
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Committing to being well
Committing to being well was constructed from several major codes in the
data including: being proactive about mental health (Le. monitoring mood
changes or adhering to prescribed medication despite side effects),
accepting help from others (e.g. attending a support group or contacting
health professionals) and diverting suicide attempts.
"I've learnt to accept help, I used not to, but I've learnt to accept help
from this particular group, which is enormously important to me." (P9 -
306)
One participant James described how he had experienced several
distressing, involuntary hospital admissions prior to getting his dog Isky and
how he had been able to avoid further admissions through accepting
responsibility for managing his own mental health.
"I don't know what would happen if I went to hospital, what would
happen to Isky poor girl, so I'm very responsible with the medication
and what have you as I really don't want to lose her or have her go
back into care as I love having her obviously, she's great company for
me." (P1 - 401)
Two participants spoke very candidly and powerfully about their experiences
of suicide and the impact of their dogs in potentially saving their lives and
here I have included an excerpt from my interview with Julia (P9 - 389):
Julia: "The more you think about it, the more you realise that that [the
dog] really is the life-saving thread, it's interesting that I didn't even
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think of the children, my two grown-up children who would have been
devastated, far more than the dog, let's face it."
Researcher: "It's interesting that at the time, in the immediacy you
were more able to see the dog, rather than to see the effect on your
children."
Julia: "Yes because my children were, certainly one of my children
was around at the time, so it wasn't as if they were out of sight, out of
mind, they were there. And um but it was the dog."
Another participant, Alison, did not yet have her dog Remy when she made a
very serious suicide attempt as a result of feeling totally overwhelmed by
depression and grief. She described how having Remy would make her think
differently in future.
"The last time I took an overdose it was definitely, definitely an impulse
thing and like I say I've taken two overdoses in the past and both
times it's been an impulse thing, um and I'm almost 99% sure I
wouldn't have done it if I had Remy here.....1was in the house alone
and I mean when would she have been found? I wouldn't have done
that to her, I wouldn't no." (P8 - 760)
She also recognised that no-one can be certain how they will react in future
situations, and as a mental health professional I reflected on this; whilst
taking responsibility for Remy was very important to Alison and might cause
her to hesitate before acting impulsively, services should never become
complacent in collaboratively monitoring risk.
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Reciprocity
Reciprocity comprises three subcategories: shifting focus towards recovery,
putting the animal first and investing in the future; again these are interlinked.
Investing in the future
Committing to being well is mutually dependent on the subcategory investing
in the future, as articulated by one participant who felt that being a dog owner
and starting to accept her mental health difficulties were intertwined:
"I have a lot of guilt around Thomas, you know "I'm not a good enough
owner" and things like that, but I'm starting to think that he's there for a
reason, like I needed the challenge, something I'm working out with
him, because I didn't recognise myself as being depressed." (P4 - 97)
Additionally several participants talked about the hard work involved in
looking after a puppy as a long-term investment. They were confident that
the time and energy invested in their puppy would be far outweighed by the
returns of having a well-adjusted adult dog in the future.
"All dogs need a routine and I sort of take her out at 7 o'clock in the
morning and take her out lunchtime at the same time, feed her at the
same time, things like that, trips to train her, you know toilet train her
and that first year of having a puppy is really, really hard. It's what you
put in, you get out, you know, it's really, really difficult." (P8 - 40)
They discussed the decision to take on a companion animal and the long-
term responsibility involved in owning a dog or cat that may be reliant on
them for years to come. Participants also talked about this decision in terms
of its impact on their mental health and the professionals working with them.
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"When we said we're getting a dog, at that time I had a community
psychiatric nurse and I think she might have thought I was having a bit
of a high but I don't think she realised, you know like it wasn't an
impulsive decision but it had actually taken three years ...1 think my
nurse realised in the end, you know when she saw we were very
prepared for her and everything, she realised that it wasn't a rushed
decision." (P10 - 450)
Interestingly one participant had made the decision not to have another cat,
however she changed her mind when a stray cat 'adopted' her and has now
happily owned this cat for over ten years.
"I decided I wasn't going to have any more cats because the two that'
had, had to be put to sleep for different reasons within the space of a
few months and it was so distressing. I thought no more cats. Well
there you are...that little tortoiseshell cat came into my life, just came
into the garden." (P3 - 7)
She felt she had changed her mind in the context of her identity as a lifelong
cat owner and this demonstrates how the overarching category identity acts
as a 'short cut' in decision making, contrasting with Gina's experience above,
as a first time dog owner.
Shifting focus towards recovery
Clustering several major codes generated this subcategory, which was
helpful in explaining how reciprocity worked in practice.
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Distracting
Both dog and cat owners, believed their animal functioned as a distraction in
preventing them from unhelpfully focusing on their mental health difficulties.
"You could just sit in the chair all day and think great I've done
absolutely beeswax all today and then you start hating yourself which
makes it all worse. You're going through in your head "I should have
done this, I should have done that etc", which just makes it worse ...So
you think oh alright ok, even if you don't feel like it, so let's go and play
ball. ..and then afterwards you think, I'm glad I did that, as opposed to
sitting there thinking "no, not today" and then you start rumbling in
your head." (P2 - 384)
"So the physical thing of having to brush her and take her out and feed
her, check that her toenails don't need cutting, you know perhaps pick
up after her if she's had an accident, things like that. Cos she can be
quite demanding as you've seen, she's up and she wants attention all
the time, so it...interrupts your thought process a lot of the time." (P8 -
207)
Animals functioned as a physical distraction, for instance promoting activity
as above, but were also able to distract owners from negative feelings by
having a direct impact on their emotions.
"Yeah she is quite funny, she gets these manic moments where she
charges round. She runs up and down the lounge with a teddy and it's
just so funny and it actually really makes me laugh and I just think all
that is really good for me, especially when I'm really low." (P10 - 88)
However for one participant, feelings of guilt about her inability to meet her
dog's need for stimulation could increase her tendency to ruminate and
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therefore feel low in mood. This tendency increased as the gap between her
expectations of ownership and the reality widened.
"I think we're slightly mismatched, he would be a fantastic dog for a
big family with lots of things happening and I actually feel a lot of guilt
about that...You know, that I'm not really providing him with um, the
excitement and stimulation that perhaps he deserves, or might want,
but um anyway he's well looked after." (P4 - 76)
Improving physical health
Perhaps unsurprisingly dog owners were more likely to cite improved
physical health, being outdoors and opportunities for social interaction as
increasing wellbeing and therefore shifting their focus towards recovery.
"It's nice in the countryside, you get to see all the wild flowers, all the
people walking their dogs and it's a bit like going to the gym. I used
to go to the gym, I didn't want to go, I got there I didn't enjoy it, I got
back and then you feel good. With the dog I don't really want to go
sometimes, I go and I actually enjoy it and I get back and I feel good...1
actually enjoy it during where 1 used to find the gym quite boring when
Iwas there." (P1 - 124)
Increasing social interaction
Whilst participants were enthusiastic about the positive impact of increased
opportunities for social interaction, they emphasised how having a dog
promoted 'manageable' interactions.
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"Sometimes if I'm low I feel quite pleased with myself that I've actually
managed to get out, take her round the field, be sociable if I see
another dog walker and actually when you feel low you lose, I find my
self-esteem and my confidence goes down with it and sometimes I
feel quite pleased that I've faced the challenge and I've done it, yeah I
kind of always say it uplifts me." (P10 - 198)
Participants frequently described how social norms that applied to contact
with other dog walkers enabled them to engage with other people in
situations they would otherwise have found very challenging.
"It's nice in the way that I can socialise, but not that closely, in that I
can still come home and have my safety there, because I don't like
people to get too close in that I, because I feel as if I'm going to let
them down if I become ill. So I can socialise and have that, and have
my own space as well." (P8 - 416)
The idea of an animal helping to 'regulate' interaction with other people
applies to the category relating and will be explored further.
putting the animal first
The final subcategory links closely to balance of responsibility and the
category relating, as without this give and take it would be difficult to
conceptualise these human-animal bonds as true relationships.
"If I didn't have them [dogs and cats] then I'd almost become a potato
couch if you like. Because I wouldn't get up and well, I'm not saying
that I wouldn't, but it might have taken a longer period of time and if
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you are sort of feeling the fear and having the animals there, they sort
of look at you and say "come and play". Because you're almost doing
it for them, but without realising it they're doing it for you." (P2 - 324)
As for balance of responsibility, participants appreciated support from family
members intervening to meet the animal's needs when they were unable to.
"Yesterday I was really stiff with the arthritis and the weather was
really bad...so I didn't take her out in the morning but my husband's
really good, and it was raining and he still took her out and I thought
ah, I was really grateful for that you know." (P10 - 554)
Relating
Communication
Without communication there can be no relationship and accordingly all
participants discussed their experiences of communicating with their pets.
Interestingly dog and cat owners were equally invested in communicating
with their animals. Major codes included: owner understanding animal's
communication, animal recognising (and responding to) communication from
owner, expressing one's feelings to the animal, owner's emotional state
impacting on animal and talking to others through the animal. These codes
are clarified with examples from the data.
Understanding animals talking to you in their own language
"I mean the evidence that he is very sensitive is that he knows when
Emily my daughter is coming home and then he comes and tells me.
184
And that's a change in his attitude, he will no longer be just flat out on
his back with his legs in the air, he'll be alert and looking at me. He is
definitely sensitive to her." (P9 - 526)
Animal recognising and responding to owner's emotions
"I know Millicent so well, that I can tell she can tell that I'm feeling
things aren't as they should be. I'm sure it's not my imagination, and
she does pick up on that. And I suppose it sounds a bit extreme but I
don't like to see her upset because of me being upset, so I make an
extra fuss of her and so we both benefit." (P3 - 214)
This idea of making an extra fuss of the cat when upset, in order to prevent
the cat becoming distressed, which in turn makes Jan feel better herself
demonstrates how the category relating can have an impact on reciprocity.
Further evidence supports the idea that both cats and dogs are able to
respond to changes in an owner's emotional state.
"Well, it's certainly true that an animal is incredibly intuitive. The two
cats we've got now I know it to be a fact, they know when something's
actually about to change, I notice how things alter in, in how they
move around the house, they, they're intuitive towards it." (P5 - 97)
"Percy actually, I hesitate to say this but I do honestly think he can
read thoughts a bit...there are people that believe that dogs can. I'm
sceptical but um sometimes if I can't take him out yet because I've got
other things to do and he just keeps on tracking me, I feel as if I have
to close my mind to him. Um, I prepared to play along with that, but
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it's certainly um it can be quite stressful to keep him out of my vision,
sort of an internal feeling with him." (Ps - 505)
When I explored this further with Julia asking what she thought might be
underlying his seeming ability to "read thoughts" she believed that it was in
his interests to interpret her moods in the context of what they would likely
mean for him and responded with:
"I don't know, I think we've probably spent a lot of time together
(laughs) like an old couple." (pg - 519)
Interestingly Arthur felt quite differently about his cats' ability to understand
his feelings; however he did not believe their apparent lack of understanding
detracted in any way from their positive impact on his wellbeing and their role
as companions.
"I can talk to the cat, even though she can't talk back and I'm not sure
she understands me, and I've got them trained, if I sit, she sits...I'm not
sure they understand, but they're always there for you, you can turn to
them, they make you happy and help you relax." (P7 - 95)
Expressing one's feelings to the animal
"Sometimes if I talk to the cat, perhaps it's like being in a confessional,
I find I can address things that perhaps I wouldn't have done normally
if I hadn't have had the cat to talk to," (P3 - 39)
"You know when you're very low and you might sit and be very
maudlin ...you don't do that if you've got the dog because you're so
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busy looking after the dog, it's like a distraction ...Even if she'll sit there
and I'll moan anyway to myself, and say Remy "look at me being silly"
and she'll cock her head and I know she doesn't know what I'm saying
but it's good she's there, she takes it all in." (P8 - 180)
Alison makes reference to both the communicative function of her dog i.e. "I'll
moan anyway.....she takes it all in" and the role of practical care in distracting
her from rumination, which succinctly demonstrates the triangle of mutual
interaction between the three categories (relationship, reciprocity and
responsibility) comprising the theory.
Feeling owner's mood may impact animal's mood
"He um I feel looks for moods in me, so yes I think that if I'm very, very
busy he'll just go and leave me...he goes "oh one of those moods is it"
and off he goes, but I think equally it depends on the security you're
offering the dog or child. If they've got the underlying security then
they put up with the moods, but yes I think it's very, very difficult to tell
which comes first, because you can be a bit low and then look at your
dog and say well they're sitting and you're thinking if you looked at it
objectively, well that's just what you're doing." (P9 - 953)
Here Julia offers a clear instance of how her mood is both recognised and
responded to by her dog, as well as considering the impact of this interaction
in terms of an attachment relationship. She also offers an explanation,
hypothesising that the animal may simply be mirroring the owner's behaviour
(e.g. sitting) and therefore appears to be experiencing a similar mood.
Interestingly however, this does not seem to explain her dog's reaction
(getting out of the way) to her behaviour (being busy), suggesting there is
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more to this response (such as learning from past experience) than simple
mirroring, an idea that is reflected in Nicole's comments.
"If I'm really in an anxious state it makes him feel insecure and he
starts to want to protect me...He gets quite guarded where other dogs
are concerned, whereas if I'm feeling relaxed he'll be more [relaxed],
you know dogs sometimes don't like each other and will have a little
spat and it's more likely to happen if I'm feeling sad." (P4 - 195)
Detailed analysis of data comprising this code showed how conceptualising
participants' responses as a continuum achieved the greatest explanatory
effect. Participants' responses clustered along two dimensions: impact on
the animal and taking comfort from the animal. Participants' relative
positions could then be plotted along each of the axes.
Gina &Angel
Perceived comfort (for owner)
Julia & Percy
Perceived Impact (on animal)
Alison & Remy
Nicole & Thomas
Figure 4 - Major code: Feeling owner's mood may impact animal's mood
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Alison gave a further example of how, if she was feeling extremely low, she
did not want Remy near her, and how Remy had learnt to seek out her
husband, perhaps offering comfort to him instead.
"It has an impact on her, she knows when I'm low and she won't come
near me. Um I don't know if that's because she's frightened, she gets
very upset if I'm upset, if I'm crying, she'll cry as well. ..she whimpers
and George will reassure her that everything's alright. If I'm very, very
low I suppose I'll initiate it by, I'll push her away and then George will
take her away and he'll cuddle her and comfort her." (P8 - 658)
This contrasts markedly with Gina's view that the consequences of her
depression are purely practical.
"The only impact on her is probably when I'm low and she doesn't get
out for a walk ...I've never not wanted her by me, never turned away
from her, so if anything I want her with me more." (P10 - 1027)
Talking to others through the animal
This was only mentioned explicitly by one participant who described how
talking aloud ostensibly to the cat had enabled her to communicate with her
father. During analysis I was drawn to the power of this idea in underlining
the animal-owner-other triad and designated it as a major code despite its
limited frequency in the data. This decision was validated later in the
research process, as the idea of communicating to another person through
the dog was raised independently by the service user focus group.
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"I could communicate with my cat...and that helps me to put my own
feelings out through the cat, and certainly when my father was alive...if
I couldn't get through to him what I wanted to say, I talked to the cat.
I'd say to the cat "oh funny Uncle Gordon" and I'd know damn well my
father was listening! But I'd managed to get through via the cat what I
wanted to say to my father." (P3 - 25)
Comfort
Unconditional acceptance
When participants talked about the unconditional acceptance they received
from their animals they frequently referred to 'loyalty' and explained this in
terms of the constancy of their animal's affection. The idea that, whatever
may have gone wrong, their animals (unlike human friends or relatives)
would always be pleased to see them was common to several participants.
"I mean on the positive side, the dog is tremendously devoted to the
person, never questions what you do, so you get all that unconditional
positive regard." (P4 - 49)
"It's lovely when you come home I mean the dogs meet you at the
door, the cats are outside and sort of "oh goody, daddy's home" you
know "we'll get something to eat". So I think definitely with animals
they can always talk to you in their own language and make you
understand them. It sounds cuckoo, but..." (P2 - 311)
Andrew associates his pleasure at being welcomed home with his
understanding of his eat's communication and the reciprocity of their
relationship, highlighting how comfort and communication are interlinked.
Gina focuses on the constancy of her dog's affection, which she describes
poignantly.
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"She's just there, loyal, whatever I feel she's just the same, consistent
dog really...That's a nice reassuring feeling, I mean they always say
dogs are really loyal whatever the person's like. If I had no arms and
legs and I was in a wheelchair or whatever I'm sure she, now she's
made that bond, I'm sure she'd still be really loyal, you know and sit by
the side of the wheelchair." (P10 - 1072)
Source of affection
The affection their animals offered was equally important for both dog and cat
owners. Julia articulated how powerful touch could be as a form of
communication in meeting a basic need for connection (with both humans
and animals), and therefore a source of comfort.
"I may not talk to him but I do stroke him and I want to do more
research into that, into touch ...because I'm having to use it so much
where I am now [working with people with severe learning disabilities],
where there is no conversation and just that reaching out.
experienced it at my mother's death too, that her hand was the last
thing I really had contact with ...and I've found it very important in life,
just another person's touch and as I say it works with animals as welL"
(P9 -1099)
Participants frequently used the word "company" in responding to the
question about how their role as a person with mental health difficulties and
their identity as a pet owner co-existed or in illustrating how their animal had
impacted on their recovery.
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"Well a cat's a bit of company and I always had mental health
difficulties, more or less, off and on, all my life..." (P6 - 273)
And when I asked how the cat was company for her she responded:
"Oh it's nice to hear her purr when she's pleased and she'll sit on my
knee, and she leans right across and keeps your tummy warm, and
she purrs and you can feel it vibrating and she leans." (P6 - 297)
This demonstrates how source of affection was used to construct the
category comfort and therefore also linked to company. Another cat owner
highlighted the comfort she received, whilst again linking the categories
comfort and company.
"Anxiety has been with me all my life; I don't think I shall ever recover
from being an anxious person ...as I've said to her more than once,
she's just a furry comfort blanket and that's what she is really. I mean
I'm really dreading you know when, for whatever reason Millicent is no
longer around, but I'm just glad I've got her company and her
friendship, simple as that." (P3 - 122)
I therefore thought carefully about whether company and comfort were best
constructed as distinct categories or as a continuum of experience, as
participants often raised the two in association. However, there was
something so distinctive about the physical warmth and contact participants
talked about, that I generated separate categories. Furthermore, whilst
participants sometimes talked in terms of company, they actually seemed to
be referring more to the comforting effect of stroking an animal.
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"It's lovely to have the company really. I live by myself, and yeah just
to have someone to sit next to in the evenings and stroke. I mean
there's all sorts of things they say are therapeutic with stroking." (P1 -
56)
Empathy and attachment
Two participants described their experience of having pets in early childhood
in relation to the loss of a parent and a chaotic home environment. Here it
was the predictability, constancy and protection of the animal that invoked an
attachment relationship.
"Once my father was going to hit me and the dog came out from
under ...a sort of cupboard thing and took my father's hand in his
mouth, very nicely, and my father didn't hit me." (P6 - 36)
"I was never allowed to walk him, he was far too big, but round the
house we were stuck together. What happened to him, happened to
me, how he felt, I felt. If something frightened him, it was bound to
frighten me, I was a child, so um you know we were mates ...And the
adult in me says "what chaos were you living in that you needed
that?" ...and that's why it's only looking back down the years, so many
years now, that I realise just what an anchor the dog was." (P9 - 424)
Interestingly the focus group also talked about attachment, with Winnicott's
idea of transitional objects suggested as a theoretical explanation for the
comfort pets offer (Winnicott, 1971). The importance of empathy and trust in
developing reciprocal relationships (often characterised by mutual
attachment) was also raised by participants in the context of current
experiences.
193
"Like any animal really, they've got to build a relationship with you and
then trust you, I think that's really important. I mean it's like a horse, if
you don't trust the horse, make a bond with them, they'll sort of say
right I'm ten times bigger than you, so I'm going to take charge; you
can't control it and you're off the saddle." (P2 - 300)
"When we've been on holiday and the boys have looked after her,
she's very much stayed on my bed, on my side and she gets really
depressed, she looks at the boys with really sad eyes. She really
does feel it, so then I feel real, all these feelings of guilt which are
really hard, but I know the boys look after her, because everyone
adores her and she loves all the family but if we're sitting down it
would be me, like now, she'll sit with me, mummy's baby." (P10 -139)
Company
Companionship
As discussed above company was closely linked to the subcategory comfort
and strikingly all ten participants talked about companionship as an important
aspect of their relationship.
"They're very, very shy animals, very good relationships with us but
with anybody else it's very difficult for them. But as we got them really
only to be a pleasure to my wife and I, it's perfect that that's the way it
is." (P5 - 11)
"Just getting back into the real world, getting into normal life I suppose,
it does help; it's very nice to have the company and to have someone
to talk to, although she doesn't answer back very much!" (P1 - 459)
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This illustrates the links between company, recovery and communication,
offering further evidence for the triangular construction underpinning the
model. Whilst Gina relates companionship to reciprocity:
"When I feel low I don't often feel like talking to people, I just want to
be on my own and that's the way I deal with it. Obviously I've got
family around me, but sometimes I just sort of go into myself a little bit
and she'll just still be there, she's still a steady companion whatever
you're feeling." (P10 - 114)
Improving relationships
Moving onto discuss how a companion animal could improve relationships
within a family, a theme from both participant interviews and the service user
focus group, Alison talked about how her puppy had enabled her to relate her
grandchildren, something she had previously found difficult when depressed.
"My grandchildren especially are really, really fond of her so when they
come it helps me to look after them, because my grandchildren are
quite a handful. ..With having the dog they've got involved more with
Remy and they've looked after her and helped me. They've come with
me when we've taken her for a walk, so because very often I don't
know what to do with the grandchildren, you know if I'm feeling a bit
low, she's helping in that way as well." (P8 - 586)
For Alison it was the practical aspect of having a dog that enabled her to
relate to her grandchildren, for example through enjoying a shared activity
such as dog walking. However as discussed earlier an animal may promote
communication between people and therefore improve relationships within
the family through facilitating dialogue.
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Pets as family
The idea of pets as family interestingly applied to both single owners and
those who lived within families. Therefore this demonstrates that animals
can be an addition to an existing family unit as well as offering a substitute
family in the absence of other people.
"I'm envious I suppose, I just wish I was part of a good, you know, a
supportive family but I don't have a family so there isn't anyone ...1said
to Millicent "Oh God, this is a bit pathetic isn't it, poor old Jan, this is
me an old maid on her own and the cat!" (laughs) and that's a family
and then I think "oh snap out of it for goodness sake!" ...1mean families
come in all shapes and sizes, two legs, four legs." (P3 - 147)
"I mean my daughter actually lives with me and um yes we both are
aware of what we're doing, we play the game that he's part of the
family ...He's a fully paid up member, if you know what I mean, as far
as I'm concerned because he just takes a different form. There's a
personality there that I love and that responds to me and so he's a
person in some senses, he's a person he just happens to have fur."
(P9 - 462)
As Julia's description illustrates, participants recognised distinct personalities
in their animals and it may be that this ability to relate to a sentient being led
participants to see pets as part of their family system.
Recovery
Recovery and identity were conceptualised as two overarching themes that
exerted influence on the triangular relationship between responsibility,
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reciprocity and relating. The role of companion animals in recovery was
strongly linked to reciprocity and responsibility i.e. committing to being well.
"For a year I literally didn't get up 'til 2 o'clock in the afternoon and I
was very poorly...1 mean I was just so low, that it was difficult to
physically break that and having her [dog] has forced me out of that
and I feel much better for it now. I mean in that time I didn't have any
voluntary jobs and now I have three and so, I'm well on the road to
recovery." (P1 - 75)
"So I'm in recovery managing my illness, yeah and there has been a
recovery journey and I really think she [dog] has had a big part in the
last three years of making me feel responsible and trying to keep me
out of hospital you know.n (P10 - 826)
Negative cases highlighted participants who did not feel having a pet
influenced their mental health when they were for example very depressed,
however as their recovery progressed they became more able to engage with
their animal again.
"I was ill when we had [previous cat] and I was really somewhat
dismissive of the animal and um he was there and I was aware of him
being there but I think probably that my wife was taking the more
major responsibility ...1think when I was seriously ill with depression,
he didn't really lift me very much. But as I pulled out over it, as I came
out of it of course it meant he assumed a bigger part in my life, like
before I became iII.n (PS - 82)
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Identity
Identity was conceptualised as an overarching category as it too was a
theme that pervaded the majority of interviews. For example in many cases
participants had grown up with pets, self-identified as 'animal lovers' or had
owned an almost continual succession of animals during their lives. For
these participants, life without at least one companion animal was difficult to
imagine and I believe that this contributed to the likelihood of people
perceiving their animal as part of their recovery.
"I couldn't do it now, it's too expensive but um, my family on a very
small income had a menagerie. And that's where you learnt to care,
particularly if you're an only child." (P9 - 61)
"I had pets ever since I've known. I was bought up [abroad] so we had
a horse and dogs and little reptiles that crawl around your garden, not
as pets, but I've always had pets of one form or another." (P2 - 70)
"I've had lots of pets, mice, guinea pigs, gerbils, pretty much
everything!" (P7 - 22)
However, it is important to stress that some participants were new to pet
ownership and this in itself did not appear to impact their perception of the
animal's role in their recovery. In several cases, since becoming pet owners,
despite the challenges, they could not imagine life without their animals.
"It's actually quite hard to imagine not having the dog now." (P4 - 25)
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"You obviously have love for your animal and I'd hear people say "you
know if anything happened to my dog I don't know what I'd do" and I
now understand when people say that. I used to think how can they
say that about an animal but now I know, you know that feeling. So all
I can say if I could put it in one word, it's just one big pleasure." (P10 -
1103)
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Discussion
As the recovery movement gains momentum and mental health services are
increasingly organised around the promotion of personal recovery it seemed
apt to consider how relationships with companion animals may enable
service users to self-manage their mental health difficulties. Therefore the
aim of this research was to explore what role, if any, companion animals can
play in recovery from serious mental health difficulties. A grounded theory
methodology generated a middle range theory to explain how companion
animals may encourage and support recovery, and so this project has begun
to address one of the key gaps in current understanding of human-animal
interactions (e.g. Chur-Hansen et al., 2010). The theory comprises five core
categories constructed following in-depth interviews with service users.
These categories are: relationship, responsibility, reciprocity, recovery and
identity.
This chapter will discuss the grounded theory of the role of companion
animals in recovery in the context of existing literature and theoretical
understanding. The implications of the findings, both for service users and
mental health professionals, will be considered along with potential limitations
of the current work as well as recommendations for future research.
Findings in the context of existing literature
Literature in the introduction highlighted the lack of consensus about possible
physical and psychological benefits of owning and caring for companion
animals (e.g. Wells, 2011). Quantitative research has found a positive,
neutral and even negative impact of interactions with companion animals
(Chur-Hansen et al., 2010), even within the same population, an example of
this being research with older adults (e.g. Siegal, 1990; Parslow et al., 2005).
In many cases where a positive impact has been reported it has been difficult
to interpret these quantitative results with confidence due to methodological
weaknesses (i.e cross-sectional designs) resulting in calls for further
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qualitative research to explore the subjective meanings of human-animal
interactions (e.g. Walsh, 2009a). Of particular note is the scarcity of
research with people who have lived experience of mental health difficulties,
which I found somewhat surprising as reports of animals being used
therapeutically with this population date back to the late 18th century (Tuke,
1813; in Slade, 2009).
Some of the factors comprising the grounded theory, for example animals as
a source of company or as increasing opportunities for social interaction, are
reflected in earlier findings (Antonacopoulos & Pychyl, 2010; McNicholas &
Collis, 2000). However, new themes that had not as yet been acknowledged
in the literature were also identified, for instance the importance of reciprocity
in developing a recovery focus. Each of the five major categories comprising
the theory will now be contextualised with reference to the current literature.
Responsibility
The category responsibility was constructed from three related
subcategories: practical care, balance of responsibility and committing to
staying well.
Practical care
Participants described how taking responsibility for the care of a pet enabled
them to maintain their own routines, gaining a sense of achievement and
therefore progress in their recovery. This is a similar finding to that of
qualitative research with service users in the USA, where taking responsibility
for a pet was reported to increase feelings of self-efficacy and empower
people to make decisions, with one service user crediting his sense of
responsibility for his pets with regaining his desire to recover (Wisdom et al.,
2009). Furthermore, researchers interviewing service users living in a
supported housing project who were keeping pets in contravention of the
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housing project's stated 'no pets' policy, identified responsibility along with
the importance of maintaining a regular daily routine as a major theme, even
though the pets were being kept illicitly (Hunt & Stein, 2007).
Balance of responsibility
Interestingly, and perhaps unsurprisingly, taking responsibility for the care of
a companion animal was not always experienced as positive by participants
in this research. This led me to conceptualise responsibility as a continuum
with multiple contingencies (Le. sharing responsibility with family, current
difficulties with mental health and other caring responsibilities) influencing
responses (Le. whether responsibility was perceived as beneficial). Whilst
the negative aspects of responsibility have been alluded to in the literature, to
my knowledge, it has not been conceptualised as a continuum before.
During data analysis I found that organising participant responses in this way
had an explanatory function in determining how a service user might
experience responsibility. Examples where potentially negative aspects of
responsibility have been considered include: service users becoming
overwhelmed by their pets' needs (Wisdom et al., 2009) and where conflicts
between caring for the pet and following health related advice arise, such as
in the management of allergies (McNicholas et al., 2005). Additionally in a
quantitative study of British Catholic clergy the increase in emotional
exhaustion reported by priests who owned dogs (a finding totally
unanticipated by the initial hypothesis) was suggested to occur as a result of
the incompatibility of adequately looking after a dog whilst maintaining an
emotionally demanding, full-time career, which often necessitated being on-
call (Francis et al., 2007). Whilst none of my participants worked full-time,
several worked part-time in paid or voluntary roles and did express concern
about managing the demands of work alongside the difficulty in leaving their
dogs alone for extended periods.
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Committing to staying well
Both dog and cat owners discussed the influence of their pets in encouraging
them to take care of themselves and their mental health in particular, with
examples including adherence to medication and very significantly, averting
suicidal behaviour. The idea of animals saving lives in this way is not a new
one (Hafen et al., 2007), with family therapists who worked alongside
veterinarians in a small animal practice reporting that bonds with pets could
provide meaning in people's lives and therefore were a protective factor in
decreasing the risk of suicide attempts in veterinary clients expressing
suicidal ideation.
Reciprocity
Three subcategories: shifting focus towards recovery, putting the animal first
and investing in the future were used to co-construct reciprocity, with
participants emphasiSing how much they gained from their relationships with
pets, with one saying of dog ownership "if I could put it in one word, it's just
one big pleasure". This is consistent with previous qualitative research with
mental health service users that found pets were perceived as "giving more
and expecting less than human companions" (Wisdom et al., 2009, pp.433).
Investing in the future
Participants talked about how carefully they had considered the decision to
acquire a pet, and how taking on a puppy in particular was a long-term
project, with the time and effort invested being worthwhile to gain a well-
adjusted adult dog. This idea of pets enabling service users to focus on a
longer-term future appears to be an original theme with no similar findings in
the current literature. Interestingly, it seems that sometimes a service user's
decision to take on a pet has been viewed with scepticism by mental health
professionals worried for example that this might represent a "high" mental
state in bipolar disorder. Therefore mental health professionals may also
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need support to understand a service user's rationale for acquiring a new pet
and motivational interviewing techniques (Rollnick & Miller, 1995) could offer
a helpful framework to explore decision making with service users.
Shifting focus towards recovery
Reciprocity in action: by promoting a recovery focus, companion animals
positively impacted their owners' mental health. As in the current study,
existing research has also shown the role animals can play in distracting from
anxiety and other mental health symptoms at both a practical and emotional
level, by increasing an owner's ability to engage in the wider environment
(Walsh, 2009a). However, in a negative case, one participant found that
interacting with her dog actually increased her focus on difficult feelings (e.g.
guilt) and felt that this was due to a "mismatch" in their relationship.
Quantitative research utilising questionnaires to explore a relatively novel
aspect of human-animal relationships, compatibility or the 'fit' between an
owner and their pet, may offer an explanation, as multiple regression
analyses showed that people who felt they were more compatible with their
pets reported improved mental health and fewer physical symptoms (Budge
et al., 1998).
Participants frequently cited the benefits of increased social interaction and
physical exercise as encouraging them to focus on their recovery journey.
The role of physical exercise in promoting mental health is well established
(including recent endorsement by the Royal College of Psychiatrists, 2009).
The influence of animals in increasing social interaction has been proven
experimentally with one experiment showing that, even where a dog was
trained not to solicit attention from passers-by, significantly more approaches
were made by strangers (McNicholas & Collis, 2000). This effect has been
replicated in physically disabled populations who were approached
significantly more often when accompanied by their assistance dogs (Hart et
al., 1987). However less emphasis has been placed on the nature of these
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interactions, with participants in this study acknowledging how important it
was that social norms applied to dog walking acted to regulate the
interactions, therefore giving participants confidence to engage with others in
a way they had previously found difficult, which was a novel finding.
Putting the animal first
The concept of facing one's own challenges in order to meet the animals'
needs was raised by several participants, particularly in relation to going out
into the community. This echoes the findings of Knight & Edward's (2008)
focus groups with dog owners who reported that whilst they did not always
want to leave the house (for a variety of reasons), they were motivated to do
so by their dog's need for exercise and once on a walk they invariably felt
better, both physically and psychologically.
Relating
Communication, comfort and company were identified as subcategories in
the data that could be helpfully understood in terms of the relationship
between a person and their pet.
Communication
Participants explained how communication with their pets was a three-way
process involving them, the animal and often an 'other', which could be a
person or another animal. Some of the types or functions of communication
described have been recognised by previous research as follows: confiding
in the pet (Hunt & Stein, 2007) and as a form of non-judgemental social
support even where other people are available (Allen, 1995). There are also
anecdotal reports in the literature of one major code, using the animal as a
means to improve communication with other people, both in therapy
sessions (e.g. Imber-Black, 2009) and within families (Walsh, 2009a),
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although further work is need to explore the mechanisms and contexts
involved.
Another important major code: feeling owner's mood may impact animal's
mood was conceptualised as a grid with owner-pet dyads varying on two
dimensions, perceived comfort (for owner) and perceived impact (on animal).
This enabled me to incorporate all related cases in the data and had parallels
with attachment theory, where individuals typically have a developed
attachment style and therefore means of regulating affect in distressing
situations (Bartholomew & Horowitz, 1991; Bowlby, 1982). The four adult
attachment styles: secure, anxious-preoccupied, dismissive-avoidant, and
fearful-avoidant are therefore hypothesised to explain differences between
owners in the level of comfort they were able to gain through interactions with
their pets. It could be that owners with a secure attachment style are able to
receive emotional support from their relationships with pets (and also with
people), whereas owners with a more ambivalent style of attachment may
experience conflicted feelings about whether they are prepared to seek
comfort from others (humans and pets). The idea of how an owner's
attachment style may influence their relationships with pets has never, to my
knowledge, been discussed in the literature before. This would therefore
seem a very important finding in determining who (and in what
circumstances) may be able to attain psychological benefits from companion
animals. Interestingly, the owners who reported receiving immense comfort
from their animals in times of distress were split in their views about whether
their emotional distress and affect regulation strategies had an impact on the
animal. Therefore this is an area where further research may present real
opportunities to increase our understanding of human-animal relationships.
An owner's ability to recognise the impact of their mood on a pet depends on
a mutual understanding of emotional state. Dogs and cats communicate
using a complex system of visual cues, body postures and vocalisation (e.g.
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Bradshaw & Nott 1995; in Serpell, 1995), which owners are often able to
interpret. Evidence that dogs are able to understand and respond to owner's
communication comes from research into family systems, which showed that
pets were "tuned into" both the expression of emotion by individuals as well
as systemic difficulties such as conflict with the family (Cain, 1983 in Walsh
2009b, pp.485), frequently "acting out" distress through their behaviour in a
similar way to children experiencing conflict.
Comfort
Research dating back to the early 1980s found that dog owners asked to use
adjectives to describe their dog frequently talked about their relationships
with their pets in terms of acceptance/trust and love/friendship (Salmon &
Salmon, 1983; in Serpell, 1995). Over the last 30 years, the relationships
people form with their companion animals have been the focus of a large
proportion of the human-animal interaction research; however there is still
considerable debate about the role of attachment in bonds with pets. A
growing consensus that people do form attachment bonds with their pets
seems to be emerging; characterised by mutual care giving, security and
grief on becoming separated (Archer, 1997; Archer & Winchester, 2004).
However, uncertainty remains about the correlation between strength of
attachment and potential benefits for an owner's health, as well as existing
measures of human-animal attachment, such as quality time spent with the
pet (Chur-Hansen et al., 2009; Peacock et al., 2012). In this work,
participants talked candidly about their attachment relationships with their
dogs and cats, for example how when anxious they could turn to their pets
for comfort or how they enjoyed having 'someone' to love and look after.
They also discussed how their pets increased their feelings of both emotional
and practical security, which was consistent with other research (Wood et al.,
2007) and found to be of most benefit at times of uncertainty (Cain, 1985 in
Walsh, 2009b). They also talked about the reassuring effect of giving and
receiving physical affection, such as stroking, which has found to be a
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reciprocal benefit with a resultant decrease in physiological arousal for both
the owner and animal (Lynch & McCarthy, 1969).
Company
The major codes companionship, improving relationships with family and
seeing animals as part of the family were brought together to construct the
category company. Strikingly companionship was the only major code
discussed in detail by all participants and I believe this demonstrates the
strength of feeling that supports the idea of pets as a source of company for
people, an idea that also predominates in the literature (e.g. McNicholas et
al., 2005). At times of sadness and distress one or two participants
commented that they preferred the company of their animal to that of family
members, possibly as they make fewer emotional demands than other
people can, a finding reflected in a study of women who had recently been
widowed (Allen, 1995) with the women describing how their dogs allowed
them to be themselves and to set aside the expectations of friends and
family.
Whilst the function of animals in improving communication within families was
discussed earlier, their apparent function in improving personal relationships
was also raised by participants. One example involved a puppy providing a
mutual interest and source of shared activities (e.g. playing, grooming and
walking) between a grandmother (participant) and her primary school-aged
grandchildren. Interestingly, this change to the relationship was perceived by
both the grandmother, who felt more confident in finding pleasurable
activities to share with the children, and therefore more able to spend longer
periods of time with them, and also by the grandchildren who reportedly now
looked forward to spending time with their grandmother (and the puppy).
This is a very underdeveloped area in the literature; with only one study
describing pets as the "glue" that plays a part in holding a family together
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(Cain, 1983; in Walsh 2009b, pp.483), therefore it presents a promising area
for future research.
Finally, pets were considered to be valued members of the family by the
majority of participants with one eloquently stating that "families come in all
shapes and sizes", by which I anticipated she was referring for example to
step-families, same-sex couples, however she went on to finish her sentence
with "two legs, four legs" which I thought was a clear illustration of how pets
can be embedded in families. Again this finding seemed relevant for both
single owners and those living with (human) families. In a quantitative survey
of women from ethnic minority backgrounds Risley-Curtis et al. (2006) found
that the overwhelming majority believed their pets to be family members and
I believe this is also evidenced by the ever increasing amount of money
spent on pet food, leisure and healthcare industries (e.g. Wells, 2009).
Recovery
Recovery and identity were conceptualised as two overarching themes or
theoretical constructs that influenced interactions within the triangular
relationship between responsibility, reciprocity and relationship. Participants
described the decision-making process around acquiring a pet as a catalyst
in their recovery journey. Some felt that they owed some of the credit for
progress they had made to their dog or cat. Again there is very little written
about companion animal ownership in the context of recovery, despite
advocates of personal recovery stressing the importance of "play, pleasure
and other positive life events" (Davidson et al., 2006), incidentally all of which
pets can offer. One study of a weekly animal-assisted therapy programme
with inpatients with a diagnosis of schizophrenia found a significant
improvement in activities of daily living as assessed by the Independent
Living Skills Survey (Kovacs et al., 2004). Perhaps more importantly they
found these improvements were maintained outside of the therapy sessions
and that patients were able to persist with the programme for its whole
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duration in a way that they had not been expected to due to their lack of
engagement with other activities.
Identitv
Many of the participants described themselves as 'animal lovers' . For some,
animals had been a part of their whole lives, with one even bringing in a
photo of her as a baby sitting in a pram with the family's dog (who was a
puppy at the time). This was something I could personally identify with
having had at least one pet almost continuously since the age of 4 years old.
I think this is key to improving understanding of who may be able to gain both
physical and psychological benefits from companion animals in considering
the balance of responsibility outlined earlier. Animals are frequently messy
and frustratingly disobedient, requiring a huge commitment from owners in
terms of both time and money, therefore it seems logical that self-confessed
animal lovers will be able to see through these challenges in order to access
benefits in a way that others may not be able to. However, it is also
important to emphasise that some participants were relatively new to pet
ownership and, whilst the decision to get a pet might not have been as
automatic as for the 'animal lovers', it was difficult to distinguish between the
two groups in terms of the benefits of ownership they subsequently reported.
The idea of identity is important in recovery terms with Slade (2009)
acknowledging that recovery involves relationships with oneself, with others
and also with the wider environment. He suggests that relationships can
offer opportunities for identities other than the "mental patient" to develop,
and this was clearly reported by participants who found sanctuary in the role
of 'dog owner' for example, in their interactions with friends made through
dog walking. In several cases participants did not tell these new friends
about their mental health difficulties as they valued being treated "just like
everybody else". Slade (2009) also recognises the importance of external
relationships with others and includes relationships with pets in this category,
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giving an example of a hospitalised patient's desire to return home to look
after their pet cat as a turning point in their recovery.
Evaluation
Representativeness of participants
The decision to focus only on service users who owned either dogs or cats
limited the scope of the research in considering what role other species of
companion animals may play in recovery, with existing research divided
between that considering only dogs and cats (e.g. Archer, 1997) and that
considering a wide range of species including mammals, birds, reptiles and
fish (e.g. Wisdom et a/., 2009).
Younger adults were under-represented in my study and it would be
interesting to see whether this is the case in the pet-owning population as a
whole (i.e. younger people may be more likely to work full-time and therefore
be reluctant to take on the responsibility of a pet) or if this is an artefact of
recruitment through support groups (i.e. do younger people access support
for mental health difficulties through alternative sources such as social
networking websites). People from ethnic minority backgrounds were also
under-represented and I found it difficult to determine whether this was the
case across the pet owning population as a whole or whether this again
could be an artefact of recruitment (e.g. geographical area).
Measuring attachment
Participants' attachment style was not measured therefore findings about the
role of attachment in determining the interaction between pet ownership and
comfort are speculative. Participants' attachment to their pets was also not
measured formally, however it remains to be seen how helpful this may have
212
been due to the ongoing debate about what constitutes human-animal
attachment and how best to measure it.
Influence of researcher
Whilst acknowledging that the researcher is integral to the process and
findings of qualitative research (e.g. Charmaz, 2006), transparency at all
stages is necessary to ensure that this influence does not unduly bias
findings (Yardley, 2000). Measures taken to ensure transparency included:
being interviewed by a colleague about my preconceptions before starting to
interview participants, keeping a reflective diary throughout, submitting
excerpts of transcripts for coding by peer-researchers to allow comparison
with examples of my coding and carrying out a detailed search of existing
literature only after the grounded theory had been developed from the data.
Choice of methodology
The grounded theory constructed was robust enough to accommodate the
overwhelming majority of participants' responses and therefore, whilst data
saturation cannot be claimed, theoretical saturation can be supported.
Furthermore, whilst other qualitative methodologies (e.g. interpretative
phenomenological analysis) may have enabled more in-depth exploration of
how participants' made sense of their experiences they would have not
enabled the generation of theory in the same way as grounded theory. I was
also aware that there are limitations of using interviews as a means of data
collection. For instance there is a risk of participants giving responses they
believe agree with the researcher's stance, and it is important to consider the
possibility of this as participants frequently asked whether I had pets
(Charmaz, 2006).
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Implications for practice
Implications of the grounded theory
Towards the end of the project, in order to assess the credibility of the
research, I presented the grounded theory of the role of companion animals
in recovery to mental health workers at a branch of a national charity where I
had previously recruited participants. The following five implications for
practice arose from the subsequent discussion of the model:
1. The importance of services acknowledging the complexity of people's
relationships with their companion animals and the impact pets can
play in a service user's recovery. Accordingly the need for services to
embed policies and procedures for use in situations when a service
user might not be able to look after a pet themselves (e.g.
hospitalisation).
2. For services to think about contact with animals in a broader sense
than pet ownership (Le. visiting Pets as Therapy dogs, opportunities
for horse riding, visits to animal sanctuaries, dog walking included as
part of 'healthy walking' initiatives) for people who do not want to, or
would not be able to manage, owning and caring for a pet themselves.
3. As mental health professionals, to explore with people whether they
would like to own a pet and how services may be able to support them
(i.e. by increasing understanding of pet care responsibilities,
supporting a service user to make contact with animal rescue
charities, or in accessing any available financial support).
4. Where service users have expressed interest in animals, mental
health professionals should consider how this can be used
occupationally in a person's recovery i.e. seeking voluntary work with
animal charities (e.g. dog walking at rescue kennels) or attending
further education such as animal care courses. This would have an
additional benefit of providing wider socialisation opportunities outside
those offered by mental health services.
5. An awareness of the challenges for services in implementing change
as the onus will be on existing staff to deliver change, within existing
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budgets. In the current economic climate this is likely to be the case
across all sectors. However, it will be particularly pertinent for
charities where there are many competing demands for limited
available funding. Therefore there is a need for further empirical work
about the role of pet ownership in recovery and more widespread
awareness of findings in the field of mental health.
Implications for future research
In considering the implications for research, I believe this project has
demonstrated the need for further exploration of the concept of attachment in
the context of human-animal relationships. For instance, is it appropriate to
transpose established human models of attachment or is an entirely new
framework needed in thinking about these relationships. Currently there is
no consensus on how human-animal attachment should be measured, with
existing measures (such as amount of owner's time spent with their pet)
being unsophisticated and unvalidated. A potential application of this work
would be in considering how our knowledge of the attachments owners form
with their pets can be used to increase our understanding of attachment
relationships in people where patterns of attachment may be atypical, for
example the relationship between primary caregivers and children with
autistic spectrum disorder (ASD).
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Vicki Woolcock
PsychO Clinical Trainee
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Dear Vicki
Reference: 549-PSY-10 (with cODditlons)
Tille of Project: Improving uDdentanding of the role of companion animal! In recovery
(rom mental health difficultle!: the views of service users
Thank you for your submission of the above proposal.
Iam pleased to advise that this proposal has received a favourable ethical opinion from the
Faculty of Arts and Human Sciences Ethics Committee provided that the following conditions
are adhered to:
I. Details regarding the safe and secure storage of the data should be included in the
infonnation sheet.
2. Please mention in the protocol where the interviews will take place (i.e. the location
or the support group) - this iofonnation currently only seems to be in the risk
assessment.
3. Please ensure that recruitment process does not involve any coercion (last bullet of
the methods and in the flow chart). The appropriate process is that potential
participants can have the study explained to them by the group facilitator and given
an information sheet, but should volunteer their willingness to participate direct to the
researcher, who can then arrange the interview time etc.
4. Please provide a eepy of the information sheet for the support groups/tacilitators to
the Etbics Committee for approval.
5. Please submit a copy of the debrief sheet that will be used with participants.
6. Please make clearer in the information sheet for participants that risk issues relate
also to animal welfare.
If there are any significant changes to this proposal you may need to consider requesting
scrutiny by the Faculty Ethics Committee.
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.~ Vicky Senior
-. putyChaic
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UNIVERSITY OF
SURREY
Information about this research project
You are being invited to participate in a Doctorate of Clinical Psychology research
study. Please take the time to read this information sheet and please feel free
to ask the researcher if you have any questions at all.
Why are we doing this research?
With one in four people likely to experience mental health difficulties over the course
of their lifetime, the impact on individuals, families and society is considerable. We
are interested in how people who have experienced mental health difficulties may
manage their own recovery process, and in particular whether being a 'pet owner'
has any impact on mental well-being.
What will be involved?
Your support group leader or another member of charity staff has asked if you may
be interested in taking part as they are aware that you are living (or have recently
lived) with a dog or cat. Taking part will involve being interviewed by a researcher,
who is a trainee clinical psychologist and will ask some questions about your
experiences of mental health difficulties and having a companion animal. It is
important to remember that there are no right or wrong answers; it is your
experience that matters. Each interview is anticipated to be around an hour long,
although this is flexible and you can stop the interview at any point without giving a
reason. Each interview will be recorded using a digital recorder to enable the
researcher to type out your responses. If you would prefer to have someone with
you during the interview, your support worker can sit in, although we will not ask
them to answer any questions. We understand that discussing such personal
issues can sometimes cause people to feel distressed and so following the interview
there will be an opportunity to talk through any difficult feelings that may have arisen
with a member of charity staff.
Do I have to take part?
It is completely your decision as to whether or not you wish to take part in this
study. If you would like to take part, you will be given this information sheet to keep
and asked to sign a consent form. You are free to withdraw from the research at
any time, without giving a reason, until the end of data collection (anticipated to be
December 2011). Unfortunately it is no longer possible withdraw following this as the
data will be pooled together for analysis. If you decide you do not wish to participate
or that you would like to withdraw this will not affect you or the services you receive
in any way.
Confidentiality
All data will be anonymised and held securely (in password protected files/locked
cabinet for paper) in accordance with the data protection act. It will not be possible
to identify your responses; however any risk issues (including animal welfare
concerns) will be shared as necessary to prevent harm arising to you or others.
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Support workers: Information about this research project
Thank you for agreeing to assist in the recruitment of participants for this
Doctorate of Clinical Psychology research study. Please take the time to
read this information sheet and please feel free to ask the researcher if you
have any questions at all.
Why are we doing this research?
With one in four people likely to experience mental health difficulties over
the course of their lifetime, the impact on individuals, families and society is
considerable. We are interested in how people who have experienced
mental health difficulties may manage their own recovery process, and in
particular whether being a 'pet owner' has any impact on mental well-being.
Who can take part in the research?
We are looking for participants who are working age adults who have
previously experienced serious mental illness, for which they have sought
treatment from Mental Health Services (including relevant charities). It is
important that service users should feel that they are at (or have some
experience of) a 'recovery' stage in managing their mental health
difficulties. Participants should be 'pet owners' themselves or should have
owned I lived with a companion animal (a dog or cat) in the last two years.
They should also have English language skills at a level equivalent to a
native speaker, to ensure they are able to understand the process of
consenting to participate in the research. The main reason it may not be
appropriate for a service user to participate, is if they feel unduly distressed
as a result of their mental health difficulties at the time of requesting to take
part in the project. Additionally potential participants should not be deemed
to have a diagnosis of learning difficulties or other significant cognitive
impairment.
What will be involved?
For service users, taking part will involve being interviewed by a
researcher, who is a trainee clinical psychologist and who will ask them
some questions about their experiences of mental health difficulties and
having a companion animal. Each interview is anticipated to be around an
hour long, although this is flexible and service users can stop the interview
at any point without giving a reason. Each interview will be digitally
recorded to enable service users' responses to be typed up. If they would
prefer to have someone with them during the interview, you can sit in,
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although we will not ask you to answer any questions. We understand that
discussing such personal issues can sometimes cause people to feel
distressed and so we ask that there will be an opportunity for service users
who have taken part to talk through any difficult feelings they may have
following the interview, with charity staff.
Do service users have to take part?
Any decision as to whether a service user wishes to take part in this study
should be completely voluntary. They are free to withdraw from the
research at any time, without giving a reason, until the end of data
collection (anticipated to be September 2011). Unfortunately it is no longer
possible withdraw following this as the data will be pooled together for
analysis. If they decide not to participate or that they would like to withdraw
at any point it is important to stress that this will not affect them or the
services they receive in any way.
Confidentiality
All data will be anonymised and stored securely in password protected files
(electronic data) or in a locked cabinet for any hardcopies of data. It will
not be possible to identify individual service user's responses from the data;
however any risk issues (including issues of animal welfare) will be shared
as necessary to prevent harm arising to the service user themselves or
others.
How can I get further information or assist a service user to participate?
For more information or to assist a service user to gain further information
or take part, please feel free to contact Vicki Woolcock, Trainee Clinical
Psychologist via email: v.woolcock@surrey.ac.uk
What should I do if the service user or I wish to discuss any issues or
concerns we may have about the research?
Any complaints or concerns about any aspect of the way this research
project is being carried out will be addressed; in the event of any difficulties
arising please contact the research supervisor, Prof. Arlene Vetere on
(01483) 68 2911
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Thank you for taking part in this research
Your contribution to this study is extremely valuable and your responses
will help us to understand how dog and cat ownership may playa role in
recovery from severe mental health difficulties. The recovery movement
highlights service users' self-management of their distress as a foundation
of successful personal recovery. However existing research appears to
have largely ignored service users' perceptions of how and why animals
may have been influential in their recovery. Therefore this research aims to
address this important but previously under-represented area. Several
explanations for the role of 'pet ownership' in recovery have been proposed
so far, however none of these provide the 'whole answer'. or example it
has been suggested that animals have an ability to alter how an Individual
feels by redirecting their focus, and accordingly as emotions are known to
direct behaviour, interaction with animals could cause a p rson to respond
differently to a situation. Other explanations Include th function animals
perform: in promoting social interaction, in empowering an Individual to
regain or maintain a purposeful life through responsibility for others and In
alleviating the physiological effects of stress on the body.
Please remember that you are free to withdraw from the research at any
time, without giving a reason, until the end of data collection (anticipated to
be September 2011). If, for whatever reason, you later decide that you no
longer want your responses to be part of this study, then please contact
Vicki Woolcock (see details below) to have your data r mov d from the
study and destroyed. Please be assured that if you decld you would like
to withdraw this will not affect you or the services you r c Iv In ny w y.
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Finally, if you would like more information, or have any further questions
about any aspect of this study, then please feel free to contact Vicki
Woolcock, Trainee Clinical Psychologist: v.woolcock@surrey.ac.uk.
Any complaints or concerns about any aspect of the way this research
project is being carried out will be addressed, therefore in the event of any
difficulties arising please contact the research supervisor, Prof. Arlene
Vetere on (01483) 68 2911.
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Appendix 3 - Informed consent form for participants
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UNIVERSITY OF
SURREY
Consent form for participants
Major Research Project title:
Improving understanding of the role of dog and cat
ownership in recovery from severe mental health
difficulties; the views of service users.
Supervisor Prof. Arlene Vetere
Researcher
Signed:
Date:
Vicki Woolcock
Name of volunteer
Signed:
Date
1. I confirm that I have read and understood the information sheet
dated [ 1 for the above study. I have had the
opportunity to consider the information, ask questions and
have had these answered satisfactorily.
2. I understand that my participation is voluntary and that I am
free to withdraw at any time until December 2011 without
giving any reason, and that neither I nor the service I receive
will be affected in any way.
3. I understand that, under the Data Protection Act, I can at any
time (until December 2011) ask for access to the information I
have provided and that I can also request for any information I
have provided to be destroyed if I so wish.
4. I understand that any complaint or concern about any aspect of
the way I have been dealt with during this research will be
addressed; in the event of any difficulties arising please
contact Prof. Arlene Vetere on (01483) 68 2911
5. I agree to take part in the above study.
Please
tick box
D
D
D
D
D
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Appendix 4 - Interview schedule including revisions
N.B. Revisions shown in colour: amendments: Blue = post interview
5, Red = post interview 8
1. To begin with, it would be really helpful to understand some of
your experiences of owning companion animals. Would you
be able to tell me a bit about your most recent 'pet dog or pet
cat'?
2. So thinking about yourself as a 'dog or cat owner', how has
this role co-existed with some of the mental health difficulties
you may have experienced?
3. How would you describe your relationship with your dog or
cat?
Some people have said that they consider their dog or cat to
be part of the family, and I just wondered if you have any
thoughts on that.
4. How would you define or describe your recovery from mental
health difficulties?
5. What role, if any, do you believe your dog or cat has played in
your recovery?
6. At times of stress or difficulties related to your mental health,
who offers you support?
At times of stress or difficulties related to your mental health,
who offers you support?
Some people have suggested that their pet increases their
ability to cope with difficult situations and I'm wondering if this
is something you have experienced, and if so, why you think
this might be?
7. What impact, if any, do you believe your mental health
difficulties may have had on your dog or cat? Please think
about both benefits and challenges in answering this question.
8. Thank you for your help in answering the questions so far. I'm
just wondering if there's anything else you feel is relevant that
we haven't yet talked about.
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Appendix 6 - Axial coding and category development
The following questions were considered in taking focused codes
forward, via clustering, in order to generate categories (Strauss &
Corbin, 1998):
1) conditions, the context in which the category operates (see
'caveats')
2) actions/interactions, how participants respond within a situ tion
3) consequences, the results of actions taken by a p rticip nt.
Therefore the focused codes: affection, uncondition I cc pt nce
and physical contact (e,g stroking) w r clust r d tog th r to
construct the sub-category' comfort Whilst th
comfort, communication and company w r furth r ciu t r d to form
the larger category' relating
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Appendix 7 - Memo writing
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Appendix 8 - Examples of coding following discussion:
i) with research supervisor
ii) with grounded theory S.I.G. (peer researchers)
(n.b. peer researcher's comments in pencil with my
subsequent amendments to coding shown in pen)
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Appendix 9 - Early theoretical model
249
Appendix 10- Diagram showing the grounded theory of
the role of companion animals in their owners' recovery
from mental health difficulties
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Appendix 12 - Implications from existing literature
Previous work on human-animal interaction also suggests practical
implications mental health services should consider and five of these
are summarised as follows:
1. Mental health professionals across different disciplines (Le.
social workers, psychologists) need a greater awareness of
research demonstrating the impact of companion animals on
wellbeing as there is a current lack of emphasis on human-
animal interaction in the content of many professional training
courses (Risley-Curtiss, 2010).
2. Mental health professionals do not typically ask about
companion animals as standard practice during initial
assessments (e.q. Risley-Curtiss, 2010). Therefore including
pets on family genograms would open up discussion about
their role in the family system (Walsh, 200gb).
3. Mental health services should consider whether they can offer
practical support to service users with pets e.g. in accessing
relevant financial benefits or appropriate accommodation
(Netting et al., 1987), helping service users to access
subsidised vet care (such as that provided by charities) or in
developing budgeting skills (Risley-Curtiss, 2010).
4. Pet owners can experience disenfranchised grief as they
believe others do not understand their grief following the loss
of a pet (e.g. Morley & Fook, 2005), therefore where
necessary mental health professionals should offer
appropriate services e.q. grief counselling.
5. Both statutory services and charities need to promote a co-
ordinated strategy for workers in domestic violence services,
children's services, animal rescue centres and veterinarians,
as the links between acts of violence against animals and
associated risks for vulnerable people becoming victims of
violence are well established (e.q Ascione & Shapiro, 2009).
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1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology and X
literature search tools
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including issues of X
diversity. and structuring plans accordingly
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
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Role identity theory hypothesises that self-concept comprises the meanings
individuals attach to the varied roles they inhabit. The most salient roles give the
greatest sense of meaning, and contribute Significantly to the definition of self-
concept. Professional roles therefore Significantly reflect values and behaviour and
are influential in identity construction. This study asked how role identity, and
consequently self-identity, changed during the formative experience of clinical
psychology training. Using qualitative, interpretive phenomenological analysis
enabled detailed exploration of the interviewee's view of the world and an insider's
perspective. Participants were selected from a group of second year trainee clinical
psychologists, with four individuals agreeing to participate in semi-structured
interviews. The sample was composed of four white British women from middle-class
backgrounds, with ages ranging from 26-30 years. The interview schedule included
questions about: being a trainee clinical psychologist and the influence this has on
self-identity, personal values and behaviour (in both private and professional life); in
addition to others' perceptions of the individual that may have changed since
becoming a trainee clinical psychologist. Four main themes, or areas of influence,
arose during data analysis: self-awareness, core values, personal life and
achievement. Consistent with the literature, we found that the pre-existing values
and behaviour of our interviewees was significantly reflected in the process of
training as a clinical psychologist, and was influential in their construction of identity.
It was also evident that trainees' perceptions of their self-identity had developed
since beginning training, with several reporting increased personal responsibility and
self-awareness. To build on these findings, future research could explore the
transition of clinical psychology trainees following qualification and how they make
sense of this experience.
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